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ORAL CHOLANGIOGRAPHY 


A METHOD OF VISUALIZING THE “NONVISUALIZED” GALLBLADDER 


J. Russell Twiss, M.D. 


and 


Lee Gillette, M.D., New York 


HE PURPOSE of this investigation was 
T to compare the results of oral cholan- 
| giography with those of intravenous 
cholangiography in revealing actual path- 
ological conditions when routine oral cholecys- 
tography gave no visualization of the gallbladder, 
bile ducts, or stones. We herewith report the results 
obtained with our own technique of oral cholan- 
giography. The procedure used is a modification of 
one previously described.’ Forty-six patients are 
included in this report. Routine cholecystography 
had failed, in all cases, in visualization of the gall- 
bladder. However, oral cholangiography did reveal 
shadows of the gallbladder, with or without stones, 
in 33 patients (65% ). 

Routine cholecystography results in nonvisualiza- 
tion of the gallbladder and bile ducts in about 10% 
of tests made. Routine repetition of the cholecys- 
tography, with a double dose of dye, gives addi- 
tional information in only a small proportion of 
cases. In absence of jaundice or evidence of impaired 
liver function, nonvisualization of the gallbladder 
is presumptive evidence of pathological changes, 
usually with cystic duct obstruction. However, it 


Forty-six patients were selected for further 
study after routine cholecystography had 
failed to give satisfactory visualization of 
the gallbladder or bile ducts. When oral 
cholangiography was carried out in this 
group, there was visualization of the gall- 
bladder or of the common bile duct with 
stones in 23 patients, visualization of the 
gallbladder without stones in 12, and no 
visualization in 11. Of these 11, 8 were 
operated on and were found to have ob- 
structed cystic ducts. Three of these had 
acute cholecystitis, with gangrene in one. 
Nine patients were spared an operation 
when oral cholangiography demonstrated 
normal function and absence of stones in 
the gallbladder. Resort to oral cholangiog- 
raphy is therefore to be recommended when 
routine cholecystography fails to give de- 
cisive results, for it gives 65% additional 
visualization as compared to only 5 to 10% 
additional visualization with the double dose 
method. 


Presented, in part, as an exhibit before the World Congress of Gastroenterology, Washington, D. C., May 25-30, 1958. 
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has long been known that these findings may not 
be evident at operation. Under these circumstances, 
cholecystectomy either fails to relieve the preopera- 
tive symptons or aggravates them in about half the 
cases. 


Fig. 1.—Oral cholangiogram, showing normal visualization 
of the gallbladder without evidence of stones. 


Further information concerning the nonvisualized 
gallbladder may be obtained by intravenous or 
oral cholangiography. In the case of complete cystic 
duct obstruction (“physiological cholecystectomy” ), 
both methods will fail to reveal a gallbladder 
shadow. As for partial obstruction of the cystic 
duct, most investigators have reported that iopanoic 
acid (Telepaque) is a more accurate indicator of 
disease because the intensity of the gallbladder 
shadow is dependent on its concentrating ability.” 
The triple dose of dye is used when a period of 
time has elapsed after the routine cholecystogram 
has been taken. 

Instructions for patients with a previously non- 
visualized gallbladder were as follows: On the 
evening before the roentgenograms were to be 
taken, the patient was given, at 7 p. m. (after 
6 p. m. supper), 6 tablets of iopanoic acid with a 
glass of water. This was repeated a half hour later. 
At 9 p. m., 1 teaspoonful of paregoric in a glass of 
water was given. No fluids were to be taken during 
the night (other than specified). On the day the 
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roentgenograms were to be taken, no breakfast was 
allowed; at 7 a. m. the patient was given 6 tablets 
of iopanoic acid with a glass of water, and at 9 a. m. 
the patient was given paregoric, 2 teaspoonfuls in 
one-fourth glass of water. The roentgenograms 
were taken at 10 a. m. and repeated at 11 a. m. and 
at noon. If no visualization of the bile ducts was 
obtained, the films were repeated 24 hours later. 


Results of Present Investigation 


Forty-six patients are included in the report here 
presented. The patients were selected for study by 
the technique described because routine oral 
cholecystography and, in some cases, intravenous 
cholangiography had shown inadequate or no 
visualization of the gallbladder or bile ducts. In no 
case was any specific diagnosis possible by previous 
roentgenographic tests. 

For purposes of discussion, the patients are 
grouped on the basis of the results obtained with 
oral cholangiography: (1) visualization of the gall- 
bladder or of the common bile duct with stones, 
23 patients, (2) visualization of the gallbladder 
without stones, 12, and (3) no visualization of the 
gallbladder, 11 (in 6 of these the common duct was 
seen ). 

Stones were visualized in 23 patients in whom 
either gallbladder or common duct was seen. In the 
18 patients of this group who were operated on, 
roentgenographic findings were confirmed in 17 


Fig. 2.—Oral cholangiograms, showing, A, only common 
duct and, B, common duct and cystic duct, with calculous 
ampullar obstruction. 


cases. In 3 of the 18, there was visualization of the 
cystic duct up to the point of calculous ampullar 
occlusion. 

In the 12 patients with no stones and visualiza- 
tion of the gallbladder but not the common duct, 3 
were operated on. Of these three, two had stenosis 
of the common duct sphincter without stones and 
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one had acute cholecystitis. This patient had no 
stones in the gallbladder and one stone in the 
common duct. Thus, operation revealed common 
duct obstruction in each of the patients having no 
visualization of the common duct. 


Fig. 3.—Oral cholangiogram, showing common duct and 
good visualization of gallbladder which contains multiple 
stones. 


Of the 11 patients without visualization of the 
gallbladder, 8 were operated on. All had cystic 
duct obstruction. In six cases, the diagnosis was 
cholecystitis with cholelithiasis. In three of these, 
the condition was acute. Of these three patients, 
two had stones and one had gangrene of the gall- 
bladder without stones. 

Of these 11 patients, 6 had visualization of the 
common duct but not the gallbladder. Findings in 
the common duct were as follows: In three, the oral 
cholangiograms showed the common duct to be 
normal. In two of these three patients operated on 
for chronic cholecystitis with cholelithiasis, the 
common duct findings were confirmed. In the three 
patients in whom the oral cholangiograms showed 
dilated common ducts, the findings were confirmed 
at operation. In two of these patients the diagnosis 
of stones in the common duct, seen on the films, 
was confirmed at operation. In the third patient two 
small stones, found in the common duct at opera- 
tion, were not seen in the films. 

In summary, 33 patients had visualization of the 
gallbladder; an additional 6 had visualization of only 
the common duct. Twenty-seven patients were 
operated on. In 25 cases the diagnosis made by oral 
cholangiogram was confirmed at operation. 
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Diagnostic Use 


Following is a discussion of findings in various 
conditions, including liver disease, catarrhal chol- 
ecystitis, pathological cystic ducts, chronic cholecys- 
titis, and chronic cholecystitis with choledocholi- 
thiasis. 

Disorders of the Liver.—As was previously noted, 
jaundice or impaired liver function will usually 
prevent visualization of the gallbladder by either 
the intravenous or the oral method. However, in cer- 
tain patients without jaundice, oral cholangiography 
may clarify an otherwise obscure diagnosis. 

Catarrhal Cholecystitis.—The group with catarrhal 
cholecystitis includes patients having relatively 
mild symptoms of gallbladder disease. In 25% of 
the patients of this series, oral cholangiography 
showed normal visualization and emptving of the 
gallbladder, without evidence of stones. This is 
illustrated in figure 1, an oral cholangiogram of a 
patient in whom, previously, a routine cholecvsto- 
gram with a double dose of contrast medium had 
given no visualization. The patient was spared an 
operation. 

Pathological Cystic Ducts.—-Complete cystic duct 
obstruction will prevent visualization of the gall- 
bladder by any method of cholangiography. How- 
ever, oral cholangiography may reveal, under these 
circumstances, a common duct or, at times, visuali- 
zation of the cystic duct up to the point of calculous 
obstruction (fig. 2). Patients of this series, with 


Fig. 4.—A, intravenous cholangiogram, showing only com- 
mon bile duct (routine cholecystogram had twice shown no 
visualization ). B, oral cholangiogram in same patient, show- 
ing common duct and faint visualization of gallbladder 
containing multiple negative shadows (operative findings 
included chronic cholecystitis with multiple stones and com- 
mon duct normal, containing no stones ). 


these cholangiographic findings, at operation 
showed hydrops of the gallbladder and acute or 
chronic cholecystitis, usually with cholelithiasis. 
Chronic Cholecystitis.—The greatest field of use- 
fulness of oral cholangiography lies in furnishing 
definite diagnostic information in those patients 
with diseased gallbladder and partial cystic duct 
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obstruction (fig. 3). Even in those patients in whom 
intravenous cholangiography has not given visuali- 
zation of the gallbladder, oral cholangiography may 
be successful (fig. 4). 

Chronic Cholecystitis with Choledocholithiasis.— 
Patients with diseased gallbladder and common 
duct stones may have visualization of neither the 
gallbladder nor the common duct, even with intra- 
venous cholangiography. Due apparently to the 
longer period of dve excretion and concentration, 
oral cholangiography may reveal definite informa- 
tion under these conditions (fig. 5). 


Combined Oral and Intravenous Cholangiography 


In certain cases, where the use of oral cholangiog- 
raphy by the multiple dose technique results in no 
visualization or an unsatisfactory visualization, the 
addition of intravenously given iodipamide (Cholo- 
grafin) may clarify the diagnosis. The injection may 
follow the third hourly oral cholangiogram or, pre- 
ferably, be given after a period of 24 hours. After 
the dye is given intravenously, films are taken at 
20-minute intervals for one hour or for two hours if 
the gallbladder is present. Figure 6 shows the re- 
sults of such a procedure in a patient in whom the 
routine oral cholecystogram had shown no visuali- 
zation. 


Summary 


A series of 46 patients, who on routine cholecys- 
tography had no visualization of the gallbladder or 
bile ducts, was studied with use of oral cholan- 
giography. By this method, visualization of the 


Fig. 5.—Oral cholangiograms, showing, A, gallbladder and 
dilated common duct, both with multiple stones and, B, 
faint visualization of gallbladder (arrow) and good visual- 
ization of common duct with choledocholithiasis (findings 
were confirmed at operation). 


gallbladder was obtained in 33 (65%). In 23 pa- 
tients, oral cholangiography revealed stones not 
seen by means of oral cholecystography. Eighteen 
of these patients were operated on, and the diag- 
nosis was confirmed in 17. 
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In 9 patients, oral cholangiography revealed 
normal gallbladder function and absence of stones. 
These patients were spared an unnecessary opera- 


Fig. 6.—Combined oral and intravenous cholangiogram, 
showing widely dilated common duct and gallbladder con- 
taining multiple stones. Oral cholangiogram had shown good 
visualization of the gallbladder and faint visualization of 
dilated common duct (findings were confirmed at operation ). 


tion. These facts indicate that the gallbladder not 
visualized by routine cholecystography should be 
reexamined by oral cholangiography. 

850 Park Ave. (21) (Dr. Gillette). 


This study was supported by grants from the Irwin Stras- 
burger Memorial Medical Foundation and the R. Franklin 
Carter Foundation. 
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SIMPLIFIED SCREENING TEST FOR CYSTIC FIBROSIS OF THE PANCREAS 


Edwin M. Knights Jr., M.D., James S. Brush, Ph.D. 


John Schroeder, Flint, Mich. 


Measurement of the chloride excreted by sweat 
glands in the hand has become a well-established 
diagnostic screening procedure for cystic fibrosis 
of the pancreas. It owes its inception to an astute 
clinical observation by Kessler and Andersen ' 
during the New York City heat wave in August, 
1948, that seven of the children hospitalized with 
heat prostration had cystic fibrosis of the pancreas. 
Elevated sweat chloride concentration in children, 
accompanied by relevant clinical data, is now 
usually considered strongly suggestive of cystic 
fibrosis and an indication for further diagnostic 
studies. 

A simplification of the sweat test was reported 
by Shwachman and Gahm® in 1956. This method 
uses silver chromate in an agar base to assess the 
amount of chloride in hand sweat. As there is 
evaporation of water from the hand, the results 
are not a true indication of chloride concentration 
in hand ‘sweat, but the test can be used for relative 
comparison between normal and diseased persons. 
This test has proved to be a most valuable screen- 
ing procedure but it has some inherent disad- 
vantages: The agar plates are bulky and must be 
refrigerated during storage; children tend to dig 
their fingers into the agar during testing; and the 
method provides no permanent record of the 
reaction. 

A modification of this method was reported by 
Webb and Geiger”® in 1957. The authors used a 
piece of filter paper on which a drop of 2% silver 
nitrate solution had been placed. The paper was 
grasped between thumb and forefinger by the test 
subject, and 10% potassium chromate solution was 
dropped on the filter paper. Increased sweat chlo- 
ride levels were indicated by a light thumbprint on 
a dark background. 


Simplified Test 


These testing procedures have been further modi- 
fied, and, we believe, simplified, by the impregna- 
tion of filter paper with silver chromate. In our 
tests we used no. 1 Whatman filter paper, 11 cm. 
in diameter. This diameter provides a complete 
hand print for most children. 

The filter paper was dipped into 0.2 N silver 
nitrate solution, removed, blotted gently, and al- 
lowed to dry completely. The dried filter paper 
was then immersed in 0.2 N potassium chromate 
solution. It must enter this solution vertically so 


From the Department of Pathology, Hurley Hospital. 


A test paper has been devised for use in 
quick examination of large numbers of peo- 
ple to detect increased concentrations of 
chloride in the sweat. The paper is impreg- 
nated with silver chromate, which is red. 
Upon contact with a solution of sodium 
chloride the red color is replaced by the 
white color of silver chloride. The paper was 
found easy to prepare, store, and apply, 
and after use it could be kept with the 
records of the case. Used in 91 healthy 
subjects and 9 patients known to have cystic 
fibrosis of the pancreas, it gave 3+ reac- 
tions with all the latter group. False-positive 
results were obtained in some children with 
fever or under emotional stress. Relatively 
strong (2-+-) reactions were obtained in some 
parents of children with cystic fibrosis, 
which is known to be inheritable. 


that both sides are exposed equally. Papers were 
then washed with distilled water to remove excess 
potassium chromate and immediately withdrawn 
and blotted. Prepared papers may be stored moist 
in an airtight container (we used plastic Petri 
dishes), or they may be dried and remoistened 
with water when ready for use. Papers must be 
kept in the dark; we have kept them for several 
months without any significant deterioration. 
Testing Procedure and Results.—Fingerprints 
were made from the unwashed hands of test sub- 
jects and repeated at intervals up to 20 minutes 
after washing. For proper evaluation it was found 
necessary to wash the hands of the subjects; the 
best readings were made after a waiting period of 
15 minutes. During this period it is desirable to 
protect the hand from contact with other parts of 
the body. For this purpose we used a fenestrated 
plastic football with an enlarged opening at one 
end. The child’s hand was placed inside and the 
football secured in place by a gauze bandage. 
Test papers must be moist when used. If stored 
dry, they should be remoistened with distilled 
water or tap water low in chloride content just 
prior to testing. They should be blotted gently 
before use, as prints are more distinct if the paper 
is not excessively wet. In testing, the patient's 


and 


A and B, hand prints from children with cystic fibrosis of 


the pancreas, both graded 


3+. C, test on normal child. 
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hand is pressed (with moderate pressure), palm 
down, onto the filter paper and held there tor 
three or four seconds. In our experience it was not 
necessary to control precisely the length of time 
that the hand is in contact with the filter paper, 
as the available chloride is precipitated very 
rapidly. 

A result can be read immediately by comparing 
the print to that of a normal control or to photo- 
graphs of various prints. If the normal control print 
is made at the time of the testing it must be re- 
membered that no relatives of patients should be 
used as normal controls because of the hereditary 
nature of the disease. Results are graded 1-+-, 2+, 
and 3+- as suggested by Shwachman and Gahm.’ 
False-positive results may occur in tests on febrile 
children and those under considerable emotional 
stress. 

Testing of 91 normal children and adults and 
9 persons with known cases of cystic fibrosis re- 
vealed results similar to those obtained by the 
agar plate method (see figure). Reactions in pa- 
tients with cystic fibrosis all tall in the group 
arbitrarily classified as 3+. All of these patients 
gave relatively heavier prints with the volar sur- 
faces of the proximal and middle phalanges (it 
the full hand print was taken, relatively heavy 
ridges in the print of the palm were also observed). 
Indistinctness of the print due to heavy blotching 
was also characteristic of certain of the tested pa- 
tients with cystic fibrosis. Relatively strong (2+-) re- 
actions have been encountered in some parents of 
patients with known cases of cystic fibrosis. After 
testing, the silver chromate-coated papers were 
dried at room temperature in a dark location. They 
remained stable and provided a lasting record of 
the reaction. 

Summary 

The impregnation of filter paper with silver 
chromate provides an improved method of screen- 
ing children for cystic fibrosis of the pancreas. It 
is similar to the agar plate test now widely used 
but has the added advantages of being less ex- 
pensive to prepare and much easier to store, and 
it provides a lasting record of the reaction. 

This study was aided by a grant from the Ames Company, 
Inc., Elkhart, Ind. 
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RELATION OF FIBROSIS OF THE PANCREAS TO FATTY LIVER 
AND/OR CIRRHOSIS 


AN ANALYSIS OF ONE THOUSAND CONSECUTIVE AUTOPSIES 


Edward E. Woldman, M.D., David Fishman, M.D. 


Abraham J. Segal, M.D., Cleveland 


For the past 35 vears, the association of pancreatic 
disease and fatty infiltration of the liver with subse- 
quent fibrosis has been observed frequently. Allan 
and associates ' have shown that depancreatized 
dogs developed marked fatty infiltration of the 
liver even while they were maintained on therapy 
with an adequate amount of insulin. Montgomery 
and associates * were able to produce fatty changes 
in the liver of dogs after ligation of the pancreatic 
ducts. 

It has been demonstrated by Dragstedt and asso- 
ciates * that feeding these animals raw pancreas 
prevented the development of fatty livers. Hershey 
and Soskin* have shown that the oral administra- 
tion of lecithin has the same effect, and Best and 
Huntsman ”* have proved that choline, a derivative 
of lecithin, is also effective in preventing the de- 
velopment of fatty livers in experimental animals. 

Later studies revealed that fatty livers were due 
to a deficiency of choline and other lipotropic sub- 
stances resulting from the incomplete digestion and 
absorption of dietary protein in the absence of pro- 
teolytic enzymes of the external secretions of the 
pancreas.” 

This experimental work on animals stimulated 
the interest in the development of fatty livers and 
cirrhosis in patients with diffuse pancreatic dis- 
ease. Case reports began appearing in the liter- 
ature dealing with fatty livers in patients with pan- 
creatic disease. These included 2 cases of pancreatic 
lithiasis and atrophy reported by Snell and Com- 
fort,’ 2 of pancreatic fibrosis and atrophy by Cole 
and Howe,” and 10 of carcinoma of the pancreas 
involving the ducts and producing obstruction with 
secondary atrophy by Schnedorf and Orr.’ All 
these cases were associated with fatty liver. 

In the more recent reports, there were larger 
groups of patients with diffuse pancreatic disease 
with associated fatty livers. Edmondson and co- 
workers '” found fatty liver in 17 (65%) of 26 pa- 
tients with pancreatic lithiasis and chronic pancrea- 
titis. Sanes and co-workers '' found fatty changes 
and/or cirrhosis in all seven cases of pancreatic 
lithiasis. These studies were made on data from 
postmortem examinations. 


From the divisions of medicine (gastroenterology) and pathology, 
Saint Luke’s Hospital. 


The possibility that fibrosis of the pan- 
creas might be related in some way to dis- 
ease of the liver was explored in a study 
of material from 1,000 consecutive autop- 
sies. Among these, 778 were free from 
disease of the liver; in the remaining 222 
there was either fatty infiltration or cirrhosis 
or both. Fibrosis of the pancreas was present 
in 234 cases and absent in 766. There were 
156 cases in which fibrosis of the pancreas 
was present together with involvement of 
the liver. This indicates a high degree of 
association between the two conditions. 


There seems to be sufficient evidence both ex- 
perimentally and in postmortem material to indicate 
that disturbances in pancreatic function may lead 
to fatty changes in the liver with subsequent fibro- 
sis. In the early stages, the liver is fatty and the 
fatty change is important in the development of the 
later diffuse fibrosis. The next is the fibrofatty 
stage, and the advanced stage is the fibrotic stage. 
The present study is a report on 234 cases of pan- 
creatic fibrosis and its relation to fatty liver and/or 
cirrhosis. 

Material and Method 

Our material was drawn from 1,000 consecutive 
autopsies at St. Luke’s Hospital, Cleveland. The 
microscopic sections of the pancreas and liver were 
carefully reviewed by one of us (A. J. S.), and only 
those showing fibrosis of the pancreas were chosen 
for study. We did not include any case of acute 
pancreatitis, as we know that it takes several weeks 
or months of pancreatic insufficiency to produce a 
fatty liver. Fibrosis of the pancreas leading to pan- 
creatic insufficiency is the end-result of severe or 
repeated damage to this gland. This condition is 
usually diagnosed at surgery or at postmortem ex- 
amination and rarely diagnosed clinically. 

We grouped the cases of fibrosis of the pancreas 
into three groups, those with fatty liver, those with 
fatty liver and cirrhosis, and those with cirrhosis. 
The first group was graded as mild, moderate, or 
severe, according to the degree of fatty change in 


the liver, and the second and third groups were 
graded as mild, moderate, or severe according to 
the degree of fibrosis. 
Results 

Fibrosis of the pancreas was observed in 234 
(23.4%) of the 1,000 consecutive autopsies exam- 
ined in our series. It occurred most frenquently 

Tasie 1.—Age and Sex Distribution of 234 Patients 
with Pancreatic Fibrosis 


Male, Female, 


Age Group, Yt No No Total 

err 1] 12 3 
30 
1] 


during the fifth and sixth decades of life and was 
uncommon in the first two decades of life. The 
sex distribution was 131 males and 103 females 
(table 1). Of these 234 cases of pancreatic fibrosis, 
only 31 (13%) were with diabetes mellitus. 

Fibrosis of the pancreas occurs in two major 
groups of patients, those with biliary tract disease 
and those who are chronic alcoholics. Among the 
234 patients in our series there were 87 (37%) with 
associated disease of the biliary tract, such as 
cholelithiasis or cholecystitis. We were unable to 
obtain the exact data on the incidence of alcohol- 
ism in our series of fibrosis of the pancreas, as most 
of the cases were diagnosed during postmortem ex- 
amination. Although a history of alcoholism was 
present in many cases, the data were insufficient for 
statistical purposes. 

Of the 234 patients with fibrosis of the pancreas 
in our series, 156 (66.6%) showed either fatty liver 
alone or fatty liver and/or cirrhosis. There were 
117 showing fatty liver alone, 32 showing fatty 
liver and cirrhosis, and 7 showing cirrhosis alone, 
or a total of 156 patients showing liver involvement 
(table 2). Among the entire group of 1,000 consec- 
utive autopsies, there were 150 with fatty liver and 
72 with fatty liver and/or cirrhosis, or a total of 
222 patients with liver involvement. Of this total, 
156 (70.3% ) also showed pancreatic fibrosis. 


Comment 


A great deal of emphasis has been placed on the 
nutritional factors in the etiology of fatty liver 
and/or cirrhosis. The best evidence that nutritional 
factors are involved in the pathogenesis of fatty 
liver and cirrhosis comes from a consideration of 
kwashiorkor, which commonly occurs in tropical 
areas.'” The diets of populations of the areas in 
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which this syndrome occurs are low in protein, es- 
pecially that of animal origin. In patients with 
kwashiorkor, in addition to changes in the liver, 
there have also been pathological findings of at- 
rophy of enzyme-secreting cells of the pancreas, 
which may represent the primary lesion of kwashi- 
orkor and may be responsible for the changes in the 
liver. We do not know the precise cause of the 
atrophy of these cells in the pancreas. 

The association of alcoholism with fatty liver and 
cirrhosis was observed for many years and is now 
generally accepted. It has been observed by Patek 
and Post '* that the conditions of patients with liv- 
er cirrhosis and a history of alcoholism improved 
when they received an adequate diet without cut- 
ting down on alcohol intake. The concept of cirrho- 
sis in the alcoholic has been reoriented toward the 
nutritional aspects. There is no doubt that chronic 
alcoholics reduce their food intake to undernutri- 
tional levels. However, evidence of cirrhosis of the 
liver may occur in alcoholics who appear well nour- 
ished or, in fact, obese and may not be apparent in 
undernourished alcoholics. 

Higginson and co-workers,'' from their studies 
with such underprivileged Africans as the Bantu, 
doubt whether nutritional factors alone can be held 
responsible for the frequency of liver disease. Un- 
dernourished people in prison camps during World 
War II rarely showed evidence of liver involve- 
ment. A human diet deficient in lipotropic factors is 
hard to imagine and must be rare. Pancreatic in- 
sufficiency must be an important factor in causing 
a deficiency in lipotropic substances with the devel- 
opment of fatty liver and/or cirrhosis. 

In most cases of alcoholism, as in kwashiorkor, 
pancreatic disease plays an important role in the 
development of fatty liver and cirrhosis. There is a 
rather high incidence of alcoholism in most  re- 
ported series of acute and chronic pancreatitis.'” 


Tansee 2.—Incidence of Fatty Liver and/or Cirrhosis 
in 234 Cases of Fibrosis of the Pancreas 
Mild, Moderate, Severe, 
No. No. ‘Total 
Fatty liver and Cirrhosis ......... 5 14 13 32 


Total 


Edmondson and co-workers '" reported that 58.8% 
of their group of patients had a history of alcohol- 
ism, and Comfort has reported an incidence of 68%. 
There are other factors besides alcoholism which 
may be responsible for pancreatic disease, such as 
biliary tract disease. However, Owens and How- 
ard '® reported that 32 patients, who were diag- 
nosed at Grady Memorial Hospital as having pan- 
creatic calcification, were all chronic alcoholics. 
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Every patient was studied for evidence of gallstones 
by cholecystography, laparotomy, or autopsy and 
none were found. 

McGowan and co-workers '* have shown that hy- 
drochloric acid and alcohol, when passing into the 
duodenum (after oral ingestion of alcohol), causes 
a spasm of the sphincter of Oddi. After large quan- 
tities of alcohol are taken orally, edema of the duo- 
denal mucosa and papilla of Vater may also occur. 
This edema had been noticed in alcoholics at au- 
topsy. From the results of experimental studies of 
Dreiling and co-workers '’ and from the investiga- 
tive work of others, we can say that the role of al- 
cohol in the production of pancreatitis is neither by 
the direct stimulatory effect on the pancreas nor 
through toxic action. Rather, it is suggested that the 
oral intake of alcohol causes the pancreas to secrete 
a large volume of pancreatic juice against an ob- 
struction to the flow of secretion (spasm or edema ). 
Rupture of the finer radicles of the pancreatic tree 
may result from the sudden increase in the intra- 
ductal pressure. Chronic pancreatitis is the end- 
result of many such episodes. Dreiling and as- 
sociates found that when alcohol was 
administered intravenously in man to a point of 
intoxication it did not have any effect on the 
pancreas. 

Clark '* reported 44 cases of pancreatitis occur- 
ring in patients with acute and chronic alcoholism 
from autopsies at Bellevue Hospital, New York. In 
24 the liver was large and fatty, and in 17 cirrhosis 
Was present. 

Pancreatic fibrosis results in pancreatic insuffi- 
ciency due to the atrophy of the enzyme-secreting 
cells. The absence of the proteolytic enzymes of the 
external secretions of the pancreas causes incom- 
plete digestion of dietary protein resulting in a de- 
ficiency of choline and other lipotropic substances. 
A deficiency of choline results in a deficiency of 
phospholipid synthesis and a failure of fat transport 
or oxidation, and, as a consequence, fat accumu- 
lates in the liver, leading to fatty liver with subse- 
quent cirrhosis. 

The so-called alcoholic cirrhosis or nutritional 
cirrhosis is not the result of a deficiency in dietary 
protein, as is frequently found in chronic alcohol- 
ics, but is, rather, the result of pancreatic insuffi- 
ciency (due to disease of the pancreas) plus a low 
intake of dietary protein. 

Summary 

There is a definite relationship between fibrosis 
of the pancreas with pancreatic insufficiency and 
the development of fatty liver and/or cirrhosis. Re- 
ports in the literature have emphasized the fact 
that chronic alcoholism plays an important role in 
the etiology of fibrosis of the pancreas. The so- 
called alcoholic cirrhosis or nutritional cirrhosis is 
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not the result of a deficiency in the dietary protein 
but is, rather, the result of pancreatic insufficiency 
plus a low intake of dietary protein. 
1621 Prospect Ave. (15) (Dr. Woldman ). 
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BACTEREMIA DURING PARTURITION 


PREVENTION OF SUBACUTE BACTERIAL ENDOCARDITIS 


Capt. Paul D. Redleaf 


Lieut. Col. Edward J. Fadell, (M.C.), U. §. Army 


Recognition of the transient bacteremia which 
frequently follows various operative procedures 
has resulted in successful prophylaxis against sub- 
acute bacterial endocarditis. The use of antibiotics 
in conjunction with dental extractions, tonsillec- 
tomies, and urologic procedures in patients with 
valvular or congenital heart disease is supported 
by careful bacteriological studies. Despite the oc- 
casional occurrence of subacute bacterial endo- 
carditis after parturition, the hazard of bacteremia 
during normal labor has received no adequate doc- 
umentation, to our knowledge. As a result, although 
most authorities endorse the prophylactic use of 
antibiotics in patients susceptible to bacterial endo- 
carditis,’ others omit this recommendation.’ There- 
fore, it seemed appropriate to determine the inci- 
dence of bacteremia in normal labor and to review 
the pertinent clinical experience. 


Materials and Methods 


Specimens of blood were obtained in 101 con- 
secutive patients immediately after delivery of the 
placenta, omitting only those patients with a_his- 
tory of recent antibiotic therapy for obstetric or 
medical reasons. Follow-up cultures were obtained 
in each case on the morning of the first postpartum 
day. The antecubital veins were used for with- 
drawal of blood after preparation with iodine and 
alcohol. Five cubic centimeters of blood was placed 
in Bacto-tryptose broth and 3 cc. was placed in 
thioglycollate broth. The cultures were examined 
for growth at the end of approximately one week. 
At the end of two weeks, in all instances, smears 
were made and transfers to blood agar plates were 
done. Incubation was aerobic and anaerobic, and 
the plates were kept for 48 hours before being 
discarded as negative. 

Bacto-mannitol salt agar was utilized as a selec- 
tive medium for the isolation of pathogenic staphy- 
lococci. The coagulase test was done on colonies 
having yellow zones. The ability to grow in a 6.5% 
sodium chloride solution was used to differentiate 
enterococci. 

Results 


Of the 202 samples taken from 101 patients, 
growth was obtained in 15, 4 in samples at the 
end of labor and 11 from blood obtained on the 
first postpartum day. In no patient did both sam- 
ples on consecutive days reveal growth. Fourteen 
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Blood samples for bacteriological study 
were obtained from 101 obstetrical patients 
immediately after delivery of the placenta, 
and again on the morning of the first post- 
partum day, in order to observe the fre- 
quency of bacteremia during labor. Four of 
the samples at the end of labor yielded 
bacterial growth, one organism being a co- 
agulase-positive staphylococcus. Eleven of 
the samples obtained next day yielded 
growth, one organism being an alpha-hemo- 
lytic streptococcus. Thus, only two potentially 
pathogenic organisms were found, but the 
hazard of bacteremia in connection with 
labor was seen to be real. Patients believed 
to be susceptible to recurrent subacute bac- 
terial endocarditis appear to need the same 
protection during parturition as is needed by 
similar patients during dental extractions, 
tonsillectomies, and urologic procedures. 
Prophylaxis with antibiotics is therefore 
justified in such cases. 


cultures yielded Staphylococcus (Micrococcus ) 
species, most of these only in the thioglycollate 
broth. Only one was coagulase positive. A single 
alpha-hemolytic streptococcus was isolated in a 
postpartum specimen. This failed to grow in 6.5% 
sodium chloride solution and thus was not an en- 
terococcus. 

The patient with alpha-hemolytic streptococcus 
bacteremia proved to have been included in our 
study inadvertently. She had inactive rheumatic 
heart disease and had taken a sulfonamide daily 
prior to labor. Through oversight, she was given 
no antibiotic coverage during parturition. Six sub- 
sequent blood cultures were negative, however, and 
no clinical evidence of bacterial endocarditis ap- 
peared during the next two months. 

The charts of the remaining 14 patients with 
positive cultures were reviewed. Only three had 
transient fever in the postpartum period. One had 
endometritis caused by a beta-hemolytic streptococ- 
cus, another had Escherichia coli pyelonephritis, 
and in the third the temperature elevation for one 
day was unexplained. 

The percentage of staphylococcus isolations was 
no greater than that encountered in our laboratory 
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as contaminants in routine blood cultures. This 
interpretation is supported by the fact that all but 
one were coagulase negative. The single alpha- 
hemolytic streptococcus and the coagulase-positive 
staphylococcus were the only organisms which may 
be considered potentially pathogenic, especially the 
former because of its frequent isolation in instances 
of subacute bacterial endocarditis. 


Comment 


The rarity of bacteremia after parturition in this 
study does not invalidate the recommendation that 
prophylaxis against bacterial endocarditis be used 
in susceptible patients. Our data indicate the 
minimum rather than the maximum possible. inci- 
dence of postpartum bacteremia. An important bac- 
teremia may be extremely transient, as was demon- 
strated in studies after dental extraction by Okell 
and Elliott.’ We deliberately obtained initial cul- 
tures at a time when placental sinusoids are maxi- 
mally dilated; nevertheless, more frequent cultures 
might have vielded a larger number of positive re- 
sults. However, in an unpublished study by Ram- 
sev and Swartwout,’ 74 blood cultures obtained in 
17 patients during and at various intervals after 
labor were uniformly negative. 

Despite its low incidence, the seriousness of bac- 
terial endocarditis warrants the use of prophylactic 
therapy in patients with predisposing heart disease. 
Of Wheeler's 200 cases of subacute bacterial endo- 
carditis, 9 were precipitated by abortion or deliv- 
ery.’ In the extensive British experience reported 
by Cates and Christie,” the three postpartum cases 
of endocarditis were each caused by alpha-hemo- 
lytic streptococci. One case followed abortion; in 
this an enterococcus was isolated. In Geraci and 
Martin’s study of 33 cases of enterococcic endo- 
carditis, one resulted from normal delivery, another 
followed dilation and curettage, and three more 
followed abortion. A questionnaire survey and re- 
view of the literature by Pedowitz and Hellman ‘" 
revealed 120 cases of bacterial endocarditis associ- 
ated with pregnancy; $5 of these patients had been 
treated prior to conception, and 35 cases were in- 
curred during pregnancy. Pregnancy itself was not 
associated with an unusual risk of relapse, though 
parturition was implicated in the recurrence of bac- 
terial endocarditis in three patients. From the data 
given we cannot determine whether these recur- 
rences represented new infections or were relapses 
of smoldering disease. However, it is significant 
that all three occurred among the 18 patients given 
no prophylactic antibiotics immediately before, 
during, or after labor. Among 102 patients receiv- 
ing some prophylactic therapy, no recurrences or 
new cases of bacterial endocarditis were identified. 

The choice of antibiotic regimens remains open. 
The tetracycline drugs apparently sterilize the par- 
turient uterus far more effectively than does peni- 
cillin.* On the other hand, the objective of pro- 
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phylaxis is prevention of bacteremia rather than 
reduction of uterine bacterial flora per se. For this 
purpose the bacteriocidal action of penicillin should 
prove advantageous. Since treatment of established 
enterococcic endocarditis usually requires strepto- 
mycin as well as large doses of penicillin, it might 
be reasonable to include the former in the prophy- 
lactic regimen. In any case, therapy should prob- 
ably be initiated at the onset of labor and continued 
through the third postpartum day, as is recom- 
mended in other procedures associated with a haz- 
ard of bacteremia, and maximal antibiotic levels 
should be achieved shortly after delivery is com- 
pleted. 
Summary 


From 202 blood samples obtained immediately 
after the third stage of labor and on the first post- 
partum day in 101 patients, only two potential 
pathogens, an alpha-hemolytic streptococcus and 
a Ccoagulase-positive staphylococcus (micrococcus) 
were cultured. Postpartum bacteremia is probably 
an infrequent occurrence. The two positive results 
obtained and the accumulated clinical experience. 
however, amply justifv the prophylactic use of anti- 
biotics to prevent subacute bacterial endocarditis 
in susceptible patients during and immediately 
after labor. 
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WITH BLOOD 


AND CARDIOVASCULAR FINDINGS 


BLOOD CHOLESTEROL LEVEL, BLOOD CLOTTING TIME, INCIDENCE OF ARCUS SENILIS, 
AND CLINICAL CORONARY ARTERY DISEASE 


Mever Friedman, M.D. 


and 


Ray H. Rosenman, M.D., San Francisco 


We previously reported results of a survey in 209 
lay executives and physicians of their opinion of 
major causes of clinical coronary heart disease.’ The 
majority of both groups believed that a person's 
chronic exposure to emotional trauma resulting from 
excessive “drive,” competition, meeting “deadlines,” 
and economic frustration was the major cause. 

Acting on this possible lead, we studied serum 
cholesterol levels and blood clotting times of owner 
accountants before, after, and during isolated inter- 
vals of exposure to environmental influences that 
induced this emotional trauma.’ Accountants were 
selected because their daily business life is relatively 
free of chronic lack of time, competition, and the 
need for intensive drive, except for isolated inter- 
vals. The results indicated that, independent of 
changes in diet or physical activity, their exposure 
to a situation capable of provoking an emotional 
complex induced a marked rise in serum choles- 
terol level and acceleration of blood coagulation. 

Therefore, we considered it important also to 
study people who were more or less continuously 
immersed in the same emotional complex that only 
occasionally involved the accountants. Such a group 
had to be selected with care and compared with a 
second group not similarly exposed. Moreover, it 
was considered advisable to investigate a_ third 
group of persons who were not exposed to the 
above specific tvpe of emotional activities but who 
displayed obvious evidence of a different type of 
emotional disturbance, namely, chronic anxiety. 
The results are reported here. 


Methods of Study 


Formulation of Behavior Patterns.—In order to 
study the possible pathogenic propensities of a par- 
ticular emotional complex, formulation was made 
of a specific overt behavior pattern (pattern A) that 
we believed either was associated with or actually 
induced abnormal changes in serum cholesterol 
level and blood clotting time. Our belief stemmed 
from the above studies as well as from our own 
clinical experiences with younger patients suffering 
from clinical coronary disease. 

This overt behavior pattern was characterized 
as follows: (1) an intense, sustained drive to achieve 
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Three groups of men, selected solely ac- 
cording to the behavior pattern which they 
habitually manifested in their work, were 
compared with respect to their serum 
cholesterol levels, clotting times, presence 
of clinical coronary disease, and presence 
of arcus senilis. A group (A) of 83 men were 
chosen as manifesting an intense, sustained 
drive for achievement and as being con- 
tinually involved in competition and dead- 
lines, both at work and in their avocations. 
In this group the serum cholesterol level, the 
frequency of arcus senilis, and the incidence 
of coronary artery disease were much higher 
than in a group (B) of 83 men who mani- 
fested the opposite sort of behavior pattern 
and a group (C) of 46 unemployed blind 
men selected as manifesting a chronic state 
of insecurity and anxiety. Clinical coronary 
artery disease was seven times more frequent 
in group A than in group B or group C. 
Analysis of factors other than the overt be- 
havior pattern described indicated that this 
pattern per se was largely responsible for 
the striking differences found. 


self-selected but usually poorly defined goals, (2) 
profound inclination and eagerness to compete, 
(3) persistent desire for recognition and advance- 
ment, (4) continuous involvement in multiple and 
diverse functions constantly subject to time re- 
strictions (deadlines), (5) habitual propensity to 
accelerate the rate of execution of many physical 
and mental functions, and (6) extraordinary mental 
and physical alertness. 

A second overt behavior pattern (pattern B) then 
was formulated. Essentially the converse of pattern 
A, it was characterized by relative absence of 
drive, ambition, sense of urgency, desire to com- 
pete, or involvement in deadlines. 

A third overt behavior pattern (pattern C) also 
was formulated, characterized by its similarity to 
pattern B but also including a chronic state of 
anxiety or insecurity. 
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Selection of Three Study Groups.—In the selec- 
tion of group A (overt behavior pattern A), the aid 
of certain laymen of various corporations, inde- 
pendent companies, and newspaper organizations 
was requested. The behavior pattern and the gen- 
eral nature of the study were explained, and they 
selected associates most closely fitting this pattern, 
regardless of position, health, or other factors. It 
was hoped that a relatively random group of peo- 
ple might thus be chosen exclusively on the basis 
of their adjudged overt behavior pattern. More- 
over, such persons were selectees rather than vol- 
unteers. Over 96% of the men selected subsequently 
agreed to cooperate. 

The subjects were selected from engineering, 
paper manufacturing, and aluminum corporations, 
newspaper organizations, advertising agencies, gro- 
cery chains, television stations, and other inde- 
pendent businesses. Since selection was made on 
the exhibition of a particular behavior pattern and 
not because of economic position, various types of 
executives and nonexecutives were included in this 
group. Thus, it should be stressed that this is a 
study concerned not with the position but with the 
overt behavior pattern of the subjects. 

Eighty-three men comprised group A. Eighteen 
were aged 30-40 vears; 43 were aged 40-50 years; 
and 22 were aged 50-60 vears. 

Since we intended the men in group B (overt 
behavior pattern B) to be closely similar to those 
in group A in relevant physical and physiological 
respects, and differing essentially only in their 
overt behavior pattern, they were not selected until 
the group A men had been interviewed. Again, 
various businessmen and labor union officials se- 
lected for us the men of this group. They were 
selected from an employees’ union of a municipal 
government, a union of professional embalmers, 
and 12 accounting firms. The members of these 
latter firms, unlike those of our earlier study,’ did 
not have proprietor or partner status and were 
studied in February, a month relatively free of 
occupational urgency for accountants. 

Group B also consisted of 83 men. Twenty-nine 
were 30-40 years of age; 37 were between 40 and 
50; and 17 were between 50 and 60. 

The primary reason men of group C (overt be- 
havior pattern C) exhibited little ambition, drive, 
or desire to compete was the presence of total 
blindness for 10 or more years and the lack of oc- 
cupational deadlines because none was gainfully 
employed. Their behavior pattern differed from 
that of subjects in group B only in their exhibition 
of a chronic state of insecurity and anxiety, due 
not only to financial insecurity but to the constant 
hazards to their physical security incurred in daily 
living. 

Forty-six unemployed blind men were selected 
for us. Twenty-one lived in an institution, and 25 
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lived in their own homes. Sixteen were 30-40 years 
of age; 13 were between 40 and 50; and 17 were 
between 50 and 60. 

The Personal Interview.—Each of the 212 sub- 
jects was carefully interviewed concerning parental 
incidence of coronary artery disease, past and pres- 
ent illnesses, hours of work and sleep, smoking 
habits, physical activity of all types, and dietary 
habits. 

Then the degree of development of his particular 
behavior pattern was assessed by one of us prior to 
any subsequent procedures. The men of groups A 
and B were subdivided depending on whether they 
appeared to exhibit a completely or only an incom- 
pletely developed overt behavior pattern. Thus, a 
person was adjudged as exhibiting completely 
developed behavior pattern A if he exhibited vari- 
ous signs we believed indicative of its presence, 
including excessively rapid body movements, tense 
facial and body musculature, explosive conversa- 
tional intonations, hand or teeth clenching, exces- 
sive unconscious gesturing, and a general air of 
impatience, and if he admitted his sustained drive, 
competitiveness, and necessity to accelerate many 
activities and was aware of a chronic sense of 
urgency in daily living. If one or both of the latter 
were inconsequential, the subject was classified as 
exhibiting an incompletely developed behavior 
pattern. 

Similarly, in classifving men of group B, if an 
individual sat relaxedly, moved slowly and calmly, 
exhibited no muscular tension, spoke slowly, rarely 
indulged in tense gestures, exhibited no impatience, 
and denied even moderate drive or ambition, 
shunned competition, avoided involvement in 
deadlines, and felt no sense of urgency, he was 
adjudged as having a completely developed be- 
havior pattern. 

The men of group C were not assessed this way 
because of a ubiquitous general air of resignation, 
worry, and hopelessness. 

Survey of Dietary and Alcohol Ingestion.—The 
men of groups A and B were carefully instructed 
in the dietary diary system previously found so 
successful,* each recording daily for seven days his 
complete intake of food and alcohol. Individual 
anonymity (code numbers) was used to avoid pos- 
sible reluctance to report alcohol ingestion. 

The diets of men in group C were obtained in 
the institutionalized subjects by calculation of four 
weekly menus and in the remaining blind subjects 
by daily telephoning for seven days to determine 
their actual food consumption. Their average alco- 
hol intake was obtained by direct questioning. 

The dietary intakes were calculated by the chief 
dietitian of Mount Zion Hospital (Evelyn Piercy, 
B.S.), who was never informed of the identity of 
the dietary diaries. 
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Blood Studies and Cardiovascular Survey.—For 
determination of serum cholesterol level and blood 
coagulation time, each subject was bled once at 
9:00-11:00 a. m. and the total serum cholesterol 
level analyzed in duplicate.’ The blood coagulation 
time of each subject was determined according to 
our previously described method.’ 


A standard 12-lead electrocardiogram was also 
obtained and considered diagnostic of coronary 
disease only if there were characteristically abnor- 
mal T waves, not ascribable to any known extra- 
cardiac cause, or diagnostic pattern of healed in- 
farction. The tracings were interpreted, without 
identification, by one of us (R. H. R.) and again by 


TasBLe 1.—Summary of 


(‘igurettes 


A\ \\ A\ Physical ~ Aleohol, 
Pattern and Age Group, Yr No. of (ye, Height Weight, Work, Activities, Sleep, Smokers, Calories 
Completely developed pattern Patients is In Lb Hr. Wk. Hr. Wk Hr. Night ¢ No. Day Day 
{7 ] 17s 4 1] tw? 
(3.3) 
(3,8) 
au 71 177 5? 11 7 71 
(0.9) (9:7) (99) 
Incompletely developed pattern 
( 
(9.2) 
{ ») (6.5) 1) (+ 1) 


“All figures in parentheses are standard errors of means 
of men oot all aves exhibiting totally developed pattern 


Detection of early or even late clinical coronary 
disease usually requires elicitation of a typical his- 
tory of infarction or angina pectoris and/or specific 
electrocardiographic abnormalities. Therefore, each 
subject was questioned about possible rheumatic, 
congenital, hypertensive, or other heart disease, 
and then a careful history of possible infarction or 


+ Av. of men of all ages exhibiting incompletely developed pattern 


SAvoof all men of group 
an electrocardiographer not involved in this study. 
Except in one instance there was complete agree- 
ment in the two series of interpretations. 

We also determined the incidence of arcus senilis 
in the men of groups A and B by meticulous gross 


inspection with use of frontal and lateral flashlight 
illumination of the eve. 


TABLE 2.—Summary of 


Cigarettes 
AV. Av. AV. Physical “~ — Aleohol 
Pattern and Age Group, Yr No. of Age, Height, Weight, Work, Activities, Sleep, Smokers, Calories 
Completely developed pattern Patients =. I Lb Hr. Wk Hr. Wk Hr. Night % No. Day Day 
(4.6) 
(==3.8) 
(4.2) 
(0.9) (3:3) (29.4) 
Inecoinpletely developed pattern 
(6.2) 
40-50 13 os 170 14 9 22 113 
(5.4) 
Av.? 13 169 s io 10 
(1.4) (1.5) (==2.9) (49.5) 
SS 13 172 7 7.8 Mi 149 
(+0.9) (0.2) (1,94) (==25.4) 


* All figures in parentheses are standard errors of means. 
tAy. of men of all ages exhibiting totally developed pattern 


angina pectoris was taken. A diagnosis of angina 
pectoris was entertained only if the subject had 
acute episodes of substernal pain with or without 
typical radiation, which probably could not be 
explained by any extracardiac ailment, if such 
episodes primarily occurred after exercise or emo- 
tional distress and were rapidly relieved by rest 
and/or nitroglycerine. 


+ Av. of men of all ages exhibiting incompletely developed pattern 
Av. of all men of group A 


Results—General Characteristics 

Group A.—As table 1 indicates, the majority of 
the 83 subjects in group A were adjudged as ex- 
hibiting behavior pattern A in its fully developed 
form. These men appeared to be “doers,” capable 
of accomplishing their particular functions, whether 
these had to do with heavy construction projects, 
running newspapers, organizing and executing ad- 
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vertising campaigns, merchandising foods and bev- 
erages, Or manufacturing and distributing paper 
products throughout the nation. Nevertheless, it 
was apparent that they were chronically harassed 
by their various commitments, ambitions, and 
drives. It is an oversimplification to state that their 
key area of harassment and major source of frus- 
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because, in this decade, men displaying this be- 
havior pattern will have attained a position where- 
in these traits may be more readily displayed and 
observed. Conversely, the smaller number of men 
aged 50-60 years was probably due to their relative 
scarcity in the more active, competitive divisions of 
various companies and _ businesses. 


Dietary Data 


Total Carbo- 


Positive Clinieal Clotting Serum Choles- 


Animal Fat, % of Total Voluntary Diet Parental Areus Coronary ime, terol Level, 
Calories Protein hydrates Fat ‘at Calorie Intake Restriction, % History, % Senilis, % Disease, Minutes Mg./100 MI. 
2 O07 342 THO OO, 6538 45.1 18 36 7 Is 6.6 240 
(+0.2) 
1,937 329 672 O36 600 48.3 39 263 
(0.12) (8.1) 
2,152 SO4 714 44.8 63 tH) () 259 
(0.18) (7.4) 
2,011 348 728 935 69] 46.5 AD 37 42 34 GS 257 
(59) (12.4) (+28 (+32) (0.7) (0.019) (+4.8) 
2,428 325 9? 1.201 747 49 0 25 0 0 7.4 219 
(0.30) (11.1) 
2,189 383 S895 911 625 414 433 16 0) 251 
(0.35) (12.2) 
2,097 42] 763 913 726 13.5 25 226 
(0.32) (14:2) 
2,223 381 $4.0) 33 21 0 io 235 
(+109) (47.0) (34.2) (31.6) (38.2) (1.5) (0.28) (8.3) 
2 049 354 751 O44 $65.1 1s 30 253 
(58) (*+13.0) (+26.) (+ 28.) (+23) (0.6) (0.11) (4.3) 


tration appeared to be the seeming paucity of time 
itself, due to the per se disparity that existed be- 
tween the things they wished or felt impelled to 
do and the time available for such actions. 

The second most characteristic feature of these 
men was their eagerness to compete not only in 
daily vocational business activities but also in their 


Findings in Group B® 


Group B.—Despite preliminary screening of vari- 
Ous groups of men and conscientious efforts of our 
lay selectors, not all of the 83 men selected for us 
as exhibiting overt behavior pattern B were judged 
by us as displaying this pattern in its fully devel- 
oped form. As table 2 shows, almost half of the 
men between 30 and 50 years of age were not 


Dietary Data 


Total Carbo- 


Animal 
Calories Protein hydrates Fat Fat Calorie Intake 
2,295 349 950 906 699 43.4 
2,138 797 995 O7S 46.5 
1,975 318 78 979 597 49.6 
2,16. 341 830 99? 669 45.9 
(+53) (11.4) (+25) (+42.) (31.6) (+0.9) 
2,202 312 St 1,034 724 47.0 
2,011 $22 785 OO4 673 45.0 
1,894 267 756 871 572 45.9 
2,058 311 805 942 679 45.8 
(59) (22) (31.4) (+41) (39.2) (1.3) 
2,134 333 823 978 672 45.3 
(55) (15.2) (27.4) (32.3) (25.4) (0.7) 


Fat, % of Total Voluntary Diet 


Clinical 
Coronary 


Positive 


Clotting Serum Choles- 
Parental Arcus Time, terol Level, 


Restriction, % History, % Senilis, Disease, Minutes 100 MI. 

0 15 0 0 7.4 194 
(0.15) (7.4) 

33 6.9 211 
(0.13) (7.8) 

77 38 21 0 71.3 230 
(0.22) (=8.3) 

4 23 s 0 7.2 210 
(*+0.11) (4.7) 

0 333 0 6.7 214 
(0.14) (#11.4) 

38 3 6.6 251 
(0.12) (333.3) 

100 33 33 33 6.7 223 

27 36 16 1] 226 
(0.13) (8.8) 

31 27 11 4 7.0 215 
(0.12) (4.1) 


avocational pursuits. Closely aligned was their ad- 
mitted eagerness also to win in all such activities. 

Finally, it was noted that men 40-50 years old 
predominated in this group, apparently due to the 
fact that, in the industries selected, it is such men 
who are most frequently observed by their asso- 
ciates and superiors to exhibit the characteristic 
traits of behavior pattern A. This is perhaps so 


adjudged by us as exhibiting a behavior pattern 
completely the exact converse of pattern A. As in 
the men of group A, obvious signs of severe neu- 
rosis were not often observed by us, although they 
generally were more excited about the studies than 
the men of group A, due partly to the fact that 
annual medical examinations were the custom with 
men of group A and rather the exception with men 
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of group B. Although they were more excited or 
apprehensive about our studies, it was obvious to 
the trained observer that the external behavior of 
those exhibiting completely developed pattern B 
was totally and strikingly different from that of men 
in group A. The most striking difference was the 
relative or complete absence of the sense of time 
urgency so prevalent in group A. 

In further sharp contrast, most men of group B 
were obviously more content with their respective 
lot in lite and relatively uninterested in pursuing 
multiple goals or competitive activities. Few ap- 
peared really concerned with advancement, and 
most were far more involved with their families 
and avocational activities. 

It is of interest and perhaps of importance that 
the men of group B exhibiting the incompletely 
developed behavior pattern were so assessed not 
because they had greater ambition or drive but 
primarily because they exhibited in some degree 
the sense of time urgency. But, while exhibiting 
this trait, they differed from men of group A in not 
being as consciously harassed by this sense of 
paucity of time. 
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havior pattern found in men of group B, but with 
a universal overlay of understandable anxiety and 
insecurity. 


Results—Subject Data 


Age, Height, and Weight.—Tables 1, 2, and 3 
indicate comparable age distribution in the three 
groups and the subdivisions of groups A and B. 
However, the preponderance of men 40-50 vears 
old in groups A and B is not present in group C. 

The average height of the men of group A was 
2 in. (5.08 cm.) greater than that of men in group 
B or C, and their slightly greater average weight 
(4 Ib. [1.8 kg.]) can be ascribed to this difference 
in height. The blind subjects, as a group, were less 
corpulent. 

Work, Exercise, and Sleep Habits.—As tables 1, 
2, and 3 indicate, group A men worked more hours 
per week (51 hours) than group B men (45 hours). 
(The subjects in group C were not gainfully em- 
ployed.) This slight difference resulted from the 
men of group A beginning and ending their day's 
work earlier and later, respectively, than the men 
of group B. | 


3.—Summary of 


No. ot AN AY AY 

Age Group, Yr. Patients Age, Y1 Height, In. Weight, Lb 
16 34 147 


Physieal Cigarettes 
Work, Activities, Sleep, - Aleohol 
Hr. Wk. Hr./Wk. Hr. Night Smokers, % No. Day Calories Day 
0 10 a8 7 0 
(4.4) 
0 10 14 
(4.1) 
(2.1) 
0 61 12 38 
(0.75) (2534) (+7.0) 


* All figures in parentheses are standard errors of means 


As table 2 indicates, the greatest number ot 
group B men were aged 40-50 vears. This prepon- 
derance was purposely sought by us to provide 
age-paired controls for the men of group A. 

Group C.—The unemployed, blind subjects in 
group C understandably exhibited typical signs of 
anxiety and insecurity. Half were learning a trade, 
reading, writing, and how to walk alone on city 
streets. These men exhibited worry and apprehen- 
sion about their possible failures to earn a living. 
Their demeanor during our studies was neither the 
generally impatient one displayed by men of group 
A nor the somewhat apprehensive one shown by 
many men of group B. Previous physician contacts 
probably had conditioned them against fear of 
examinations or even venipuncture. 

They were similar to group B men in not display- 
ing any sense of time urgency, their speech, move- 
ments, and gestures being unhurried and devoid of 
overriding tension. None exhibited the slightest 
vestige of competitive drive or desire to excel. In 
summary, then, these subjects exhibited the be- 


Similarly (tables 1, 2, and 3), group A men were 
slightly more active physically (10 hours per week) 
than were group B men but not significantly more 
than the men in group C, who, surprisingly, in- 
dulged in much daily calisthenics and purposeful 
walking. Although certain studies have suggested 
that physical exercise may lower the serum choles- 
terol level, no such relationship was observed here 
(see figure). The sleep patterns of the three groups 
were similar. 

Ingestion of Food, Tobacco, and Alcohol.—Satis- 
factory dietary records were obtained from 75 
group A men, 76 group B men, and the 25 blind 
subjects who were not institutionalized. Tables 1, 
2, and 3 indicate that the average dietary intakes 
of the men in groups A and B were approximately 
the same both qualitatively and quantitatively, al- 
though the average calorie intake of the blind sub- 
jects (group C) appeared to be somewhat greater. 
(It is believed that this is due to the fact that 21 of 
the 46 were fed a very liberal diet of 2,819 calories 
at the institution caring for them.) The percentage 


‘ 
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fat intake was comparable in all groups. Over 65% 
of ingested fat in each group was of animal origin. 
Not surprising to us * was the finding that the daily 
average calorie intake was far below that com- 
monly assumed and that 48% of the men in group 
A and 31% of those in group B habitually restricted 
their food ingestion. 

Although the percentage of group A men who 
smoked (67%) was not much greater than that in 
group B (56%) or group C (61%), the group A men 
smoked a daily average of 23 cigarettes, compared 
to 15 by group B men and 12 by group C men. 
Thus, group A men smoked more excessively than 
did men of the other two groups. 

The average daily alcohol ingestion of group A 
men was somewhat higher than that of group B 
men, but the difference was not statistically signifi- 
cant (difference of means ~ standard error of dif- 
ference of means = 1.36). However, their average 
ingestion was much higher than that of the men of 
group C (tables 1, 2, and 3). 

Parental Clinical Coronary Artery Disease.—Ap- 
proximately 36% of group A men stated that either 
one or both parents suffered from clinical coronary 


Findings in Group C® 


BEHAVIOR PATTERN—FRIEDMAN AND ROSENMAN 


101/1291 


hastened clotting time. Nevertheless, when the 
average clotting time (6.8 minutes) of the men 
exhibiting fully developed pattern A was compared 
with that (7.2 minutes) of the men exhibiting fully 
developed pattern B, the difference was still sig- 
nificant. It was of interest, too, that the average 
clotting time was less than 7 minutes in 67% of the 
group A men, in 51% of group B men, and in only 
20% of group C men. 

Arcus Senilis.—The difference in incidence of 
arcus senilis was striking (tables 1 and 2), being 
over three times greater in group A than in group 
B men. This discrepancy became five times as great 
when respective segments of each group exhibiting 
the completely developed patterns were compared. 
Parenthetically, it should be stated that no valid 
correlation was observed between the incidence of 
this ocular phenomenon and the level of serum 
cholesterol. 


Results—Clinical Coronary Artery Disease 


Incidence.—A marked disparity in the incidence 
of clinical coronary disease was found in the three 
groups of men selected at random and supposedly 


Dietary Data 


Carbo- 


Total Calories Protein hvdrates Fut Animal Fat 
OD 30s 1.000 1.187 S45 
304 1,024 1,053 
2 294 342 S71 THO 
2 S82 3: 1.067 794 
(18.6) (33) (61) (35.8) 


rf Positive C'linieal 


Fat, % « Clotting Serum Choles- 
Total Calorie Parental Coronary Time, terol Level, 
ntake History, Diseuse, Minutes My./100 Mi. 
15.3 13 207 
(0.18) (7.8) 
13.5 15 1a 
(0.14) (6.6) 
(0.13) (8.5) 
44.9 15 


iA 
(0.8) (0,1?) (35,5 


artery disease. Twenty-seven per cent of group B 
men and 15% of group C men believed the disease 
present in one or both parents. 

Serum Cholesterol Level.—The average serum 
cholesterol level of all the group A men was sig- 
nificantly higher (253 mg. per 100 ml.) than that of 
either group B men (215 mg. per 100 ml.) or group 
C men (220 mg. per 100 ml.). An even greater dif- 
ference was Observed by comparing the average 
serum cholesterol level of the men exhibiting com- 
pletely developed behavior patterns in groups A, 
B, and C. 

Blood Coagulation.—As tables 1, 2, and 3 indi- 
cate, the blind subjects in group C exhibited an 
average blood clotting time (7.4 minutes) that was 
significantly slower than that of group A men 
(6.9 minutes). However, the average clotting time 
of group B men (7.0 minutes) also was relatively 
rapid. Since a change in clotting time may occur 
very rapidly in response to various emotional stim- 
uli,* it is quite possible that the acute apprehension 
observed in group B men at the time of the exami- 
nation was itself responsible for their generally 


differing only in their particular overt behavior 
pattern. Thus (table 4), 23 group A men (28%) ex- 
hibited either clear-cut symptoms or definitive elec- 
trocardiographic signs of clinical coronary disease, 
findings noted in only 3 of the $3 men of group B 
and in only 2 of the 46 men of group C. 

These results were even more. striking when 
comparing the respective subgroups of A and B. 
Thus, all 23 cases of clinical coronary disease in 
group A were found in the men of subgroup A 
displaving the fully developed behavior pattern, 
whereas the 3 clinical instances in group B were 
observed in the subgroup displaving the incom- 
pletely developed pattern B. 

The diagnosis of clinical coronary artery disease 
was made in 4 of the 23 subjects in group A by the 
history of typical angina, in 10 by characteristically 
abnormal electrocardiograms, and in 9 by a combi- 
nation of history and electrocardiographic criteria. 
It is of interest that, of 8 of the 23 subjects with in- 
disputable electrocardiographic evidence of healed 
myocardial infarction, only 4 were aware of having 
suffered a heart attack. These same 4 persons also 
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were the only ones of the total of 23 who were 
aware of their clinical coronary disease. The re- 
maining were completely unaware of its presence. 
Two of the three cases of clinical coronary disease 
in group B were diagnosed by electrocardiographic 
criteria and the third by a history of angina. One 
of the two cases in group C was diagnosed by 
history and electrocardiographic criteria and the 
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Relationship of serum cholesterol level and exercise of 
men of all groups between 40 and 50 years of age. 


second by electrocardiogram. Neither of the sub- 
jects in group B and only one in group C was 
aware of suffering from clinical heart disease. 
Possible Correlation of Incidence with Other 
Factors.—The above findings should be a stimulus 
for further study, since they do not describe some 
biochemical deviant, having possible relevance to 
heart disease, but depict an overwhelming differ- 
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Similarly, the factors of sleep and exercise do not 
appear different in the 23 subjects with cardiac 
disease in group A. Their weekly period of work- 
ing hours (52 hours) is not longer than that of all 
of the men of group A but is longer than that found 
in men of group B. That this longer period of daily 
work is, per se, the cause of the higher incidence 
of heart disease in men of group A seems unlikely, 
since the total national incidence of clinical coro- 
nary disease has risen over the past decades even 
though the number of working hours has declined. 
Furthermore, none of the 18 subjects in group B 
who had been working 50 or more hours per week 
exhibited clinical disease. The latter group in- 
cludes a small number, but certainly if a group of 
83 persons (group A) provides 23 cases of clinical 
disease because of long working hours, the fac- 
tor(s) responsible might also be expected to pro- 
duce at least one case in the 18 persons of group B 
also working a similar number of hours. 

The dietary data indicate that the diet of men 
in group A, at each decade, did not differ from that 
of men in group B or C either in calorie intake or in 
the type of fat ingested. Furthermore (table 4), the 
men of group A with clinical heart disease who 
were unaware of its presence ingested quantita- 
tively and qualitatively the same diet as that taken 
by other members of group A and by those of 
groups B and C. It seems clear that it is not the 
diet or any of its constituents which, acting alone 
and of itself, can be held responsible for the pres- 
ence of so much coronary heart disease in group A 
men, 

The greater tobacco consumption by group A 
men seems a possible cause of their high incidence 
of clinical disease, but closer inspection reveals that 
heavy cigarette smoking could not, per se, be re- 
sponsible for the high incidence of heart disease in 
the men of group A. Thus, of 60 group A men 
smoking 10 or more cigarettes a day, 16 were found 


TaBLe 4.—Summary of Findings 


No. AV AV. Av 

Group Patients Age, Yr. Height, In. Weight, Lh. 
23 4s 71 179 
3 46 67 174 


Physical Cigarettes 


Work, Activities, Sleep, Aleohol 
Hr./Wk. Hr./Wk. Hr./Night Smokers,“  No./Day Calories; Day 
52 1] 7.1 5 244 

(5.2) (35.4) 
42 7 7.0 66 13 224 
0 10 8.0 Ww 30 105 


* All figures in parentheses are standard errors of means. 


ence in heart disease incidence in groups of men 
selected initially only on the basis of observed 
differences in overt behavior patterns. 

In table 4, the various data collected from sub- 
jects considered to have clinical coronary disease 
are assembled. Comparison of age, height, and 
weight of those with cardiac disease with those 
obtained from all subjects reveals that these factors 
cannot apparently be given pathogenic relevance to 
the question under study. 


to have cardiac disease (27%), but of the 23 remain- 
ing Group A men who smoked 10 or fewer ciga- 
rettes daily, seven had cardiac disease (30%). Thus, 
as many light smokers or nonsmokers exhibited 
clinical disease as did the heavy smokers of group 
A. Moreover, there were 46 men of group B who 
smoked heavily, yet only 2 (4%) exhibited clinical 
coronary disease and only 1 of the 37 light smokers 
or nonsmokers of this group developed detectable 
coronary disease. The data suggest that excessive 
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smoking may be a characteristic of overt behavior Serum Cholesterol Level.—The unmistakably dif- 
pattern A but not a causal agent of the high inci- ferent average serum cholesterol level in group A 
dence of cardiac disease found characteristic of and group B men might be considered responsible 
this pattern. for the greater incidence of clinical coronary artery 
Alcohol.—The average daily alcohol consumption disease in group A. However, the average serum 
of the 23 subjects with cardiac disease in group A cholesterol level of the 19 subjects with cardiac 
and of the three in group B was higher than the disease in group A (the four men aware of their 
average of their respective groups. Despite this, disorder and possibly on special diet were not in- 
12 of the 23 in group A did not drink or ingested cluded) is not significantly different from that of 
less than the equivalent of 150 calories per day. the total group (table 4). Second, again omitting 
Thus, of 44 group A men who drank little or none, the four with known cardiac disease, among 36 
12 (27%) were found to have cardiac disease. The group A men with a serum cholesterol level exceed- 
remaining 39 group A men who drank more in- ing 250 mg. per 100 mi., 10 (26%) exhibited clini- 
cluded the remaining 11 with cardiac disease cal coronary disease and, of 43 having a serum 
(28%). If the considerable ingestion of alcohol cholesterol level below 250 mg. per 100 ml., 10 
plaved a role in the pathogenesis of this disorder, (23%) exhibited clinical coronary disease. More- 
one might expect a higher incidence of the disease over, of the 14 group B men having a serum 
in men belonging to a group given to heavy drink- cholesterol] level exceeding 250 mg. per 100 ml., 
ing. Like cigarettes, greater ingestion of alcohol only 1 exhibited clinical coronary disease. These 
in group A appears to be associated with the be- results suggest that, as in greater working hours, 
havior pattern rather than of pathogenic conse- smoking, and ingestion of alcohol, a comparatively 
quence. higher serum cholesterol level also is an accompani- 
Parental Incidence of Coronary Artery Disease.— ment of overt behavior pattern A rather than a 
The apparently greater parental incidence of cor- cause of the higher incidence of clinical disease. 
onary disease in men chosen according to a pre- Blood Coagulation.—Although the average clot- 
scribed psychological pattern might be blamed for ting time (6.8 minutes) of the 23 subjects with 
their greater incidence of heart disease. However, cardiac disease in group A was relatively rapid, it 
the greater parental incidence could not be due to was similar to that of the other men in this group 
the behavior pattern of the men, but, rather, it is and only slightly more rapid than that of the sub- 
possible that these group A men had _ inherited jects in group B. The data do not permit attributing 
some of their behavior pattern traits and it was the high incidence of cardiac disease in group A 
the presence in their parents of these same traits to an alteration in the clotting time. 
that led to the latters’) own greater incidence of However, it is likely that the incidence of throm- 
cardiac disease. It was observed in a man with botic complication must have been far greater in 
cardiac disease that, if his father also had suffered group A than in the other groups, since the emer- 
from coronary artery disease, the latter's personality gence of clinical coronary artery disease so often 
was similar to his own. Contrariwise, in most in- follows a thrombotic complication in an athero- 
stances where the father had not similarly suftered, sclerotic coronary artery.” We, therefore, do not 
the person with cardiac disease sharply differen- feel justified to dismiss the possible role of a 
tiated his own personality from that of his father’s. chronically or episodically hastened clotting time 


in Subjects with Cardiac Disease® 


Dietary Data 
Diagnosis Established by 
Fat, % of Positive - 


- —~ Serum Choles- Clotting 

Total Curbo- Animal ‘Total Calorie Parental Arcus History ECG Both, terol Level, Time, 

Calories Protein hydrates Fat Fut Intake listory, % Senilis,@ Alone,“ Alone, % Me. 100 ML. Minutes 
B20 ou SO] 621 35 Go 44 10 6.8 
(75) (==14.2) (==32) (37.2) (=31) (1.8) (14.2) (0.14) 
The data also revealed that of the 30 group A in the pathogenesis of clinical coronary artery 

men having a positive parental history, only § disease, despite the present failure to demonstrate 

(27%) had heart disease and of 53 men without its relevance in this regard. 

a parental history 15 (28%) had heart disease. 

None of the 23 group B men with positive parental 

history exhibited clinical heart disease. The preceding observations demonstrate that 
The data fail to incriminate difierences in posi- men exhibiting a specific overt behavior pattern 

tive parental history between group A and B as (tvpe A) also exhibit higher serum cholesterol 

being responsible for their markedly different inci- levels, a more rapid clotting time, a greater inci- 


dence if clinical coronary artery disease. dence of arcus senilis, and a far greater incidence 
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of clinical coronary artery disease than men exhibit- 
ing converse behavioral traits or a simple anxiety 
state. These differences, moreover, cannot be as- 
cribed to differences in exercise, calorie or fat 
intake, alcohol, or cigarettes. 

The failure to detect any extraneous factor that 
might have induced these differences suggests that 
the behavior pattern itself is responsible for the 
changes in blood cholesterol level and cornea and 
coronary vasculature. Certainly, changes in blood 
cholesterol level and clotting time occurring in 
accountants exposed to one element of this be- 
havior pattern (i. e., the involvement in deadlines ), 
suggest that the chronic exhibition of this behavior 
pattern indeed can induce a sustained rise in serum 
cholesterol level and acceleration of blood clotting 
time. Groover,” Hammarsten and associates,” and 
Wertlake and co-workers * have reported similar 
striking elevations of the serum cholesterol level 
after exposure to emotional factors similar to those 
at play in behavior pattern A. 

In view of the present data it is significant that. 
in studying patients with clinical coronary disease, 
many of them already have been found * to exhibit 
many of the qualities making up the behavior 
pattern under discussion. Thus, although Gertler 
and others,” in their study of 100 young patients 
with coronary disease, and later Miles and associ- 
ates,’° studying the same men, did not find any sig- 
nificant differences in their personalities, careful 
scrutiny of their data reveals that the majority of 
these 100 men actually did exhibit many of the 
qualities characterizing behavior pattern A. For 
example, their patients exhibited several times the 
proficiency of their controls in their high school 
athletic careers and were even described as “hard- 
driving and goal-directed.” ° A mesomorphic con- 
stitution, as these authors suggest, might explain 
their athletic superiority in high school but not the 
drive, ambition, and competitive spirit that were 
further needed to obtain athletic awards and the 
higher civil positions successfully obtained by these 
men in later life. It seems to us more fruitful to 
incriminate the cast of a personality than the con- 
tours made by muscle and bone. 

The present study again points out, as Yudkin,"! 
Page and_ associates,’* and Yerushalmy and 
Hilleboe '* previously have done, the dangers of 
attributing to dietary ingestion of fat alone a too 
preponderant role in the pathogenesis of clinical 
coronary artery disease. Thus, the average serum 
cholesterol levels of the men of groups B and C were 
as low, at all ages, as those of subjects ‘* ingesting 
only half as much fat. Indeed, the lower serum 
cholesterol level and the markedly lower incidences 
of arcus senilis and clinical coronary artery disease 
in the men of group B, despite the equivalence of 
their calorie and fat intake with that of the men of 
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group A, clearly indicate the presence of additional, 
perhaps far more important, factors at work in the 
pathogenesis of the disease. 

Despite the importance of the behavior pattern 
itself, we believe that chronic ingestion of a high- 
fat diet must play an important role in the causa- 
tion of clinical coronary artery disease. Our 
conviction is based on the simple fact that feeding 
excessive fat to various laboratory animals frequent- 
lv induces atherosclerosis. However, the lethalness 
of a high fat intake for man apparently depends 
on an interplay with other important factors. Un- 
fortunately, neither the mechanism by which a high 
fat intake experimentally increases the serum 
cholesterol level and induces atherosclerosis nor 
the mechanism by which a behavior pattern might 
effect the same phenomena is known. Indeed, even 
the mechanism responsible for control of the 
“normal” serum cholesterol level remains unknown. 
Until such mechanism can be discovered assump- 
tions based on data other than those obtained from 
closely controlled studies must be viewed with ex- 
treme reserve. The investigator, moreover, must be 
willing to acknowledge the possible presence of 
pathogenic factors which cannot be measured by 
those instruments or techniques now available to 
him. 

It should again be emphasized that this is a study 
of men exhibiting different behavior patterns and 
not a study of the effects of any particular type of 
vocational position or socioeconomic status. The 
recent observations of Pell and D’Alonzo ‘° and Lee 
and Schneider *° indicate clearly enough that the 
responsibility or the socioeconomic importance of 
the subject’s position does not govern the incidence 
of clinical coronary disease. We suspect that a be- 
havior pattern is the result of a specific reaction 
of the individual to his particular environment, in 
which case the pattern might be altered by a 
change either in the person’s reaction or in his 
environment. In this latter respect, it is of interest 
that, in our previous study of accountants,’ their 
behavior pattern and serum cholesterol levels (in 
April, during their deadline period) resembled 
those of men of group A but, in February (in the 
absence of a deadline), resembled those of men of 
group B. 

Whatever is responsible for the behavior pattern 
A herein described, certainly it is neither confined 
to nor perhaps even more common in any particu- 
lar echelon of corporate or industrial life. Actually, 
as Stewart '’ has emphasized, the emergence of this 
behavior pattern now seems to be an ubiquitous 
and status-transcending phenomenon in our West- 
ern society. It should be emphasized, too, that the 
stresses of this same society are of a variety never 
previously witnessed in any previous age of society, 
as the distinguished historians, Toynbee (“A study 
of History”) and De Jouvenel (“Sovereignty”) 
have pointed out. To confuse the identity and 
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effects of these stresses with those of simple neu- 
roses is to err, as the results of this paper 
demonstrate. 

It appears almost mandatory in a study of this 
kind that the assessment of various behavior pat- 
terns actually be done by the investigators them- 
selves, even though this decreases the number of 
subjects that can be studied. On the other hand, 
study of even thousands of subjects cannot elimi- 
nate the possible error that is introduced if such 
a study contains two or more variables. Thus, if 
only one variable is recognized and thus accorded 
erroneous validity, then the use of thousands may 
only multiply the seriousness of the error. 

Summary 

The possible effect of socioeconomic pressure 
and stress in the pathogenesis of clinical coronary 
artery disease was studied in men exhibiting three 
different overt behavior patterns. Men of group A 
exhibited a behavior pattern primarily character- 
ized by intense ambition, competitive “drive,” con- 
stant preoccupation with occupational “deadlines,” 
and a sense of time urgency and the men of group 
B, a converse behavior pattern. Men of group C 
exhibited a behavior pattern essentially similar to 
that exhibited by men of group B, but with the 
added elements of a chronic anxiety state. 

The total calorie and fat intake and the amount 
of physical activity were approximately the same in 
all groups, and the age, height, and weight of men 
in the three groups were comparable. Despite these 
similarities, the average serum cholesterol level was 
much higher in group A than in the other two 
groups. A hastening of blood clotting time was not 
observed in all men of group A, but only in those 
exhibiting the most fully developed form of the 
behavior pattern. 

Far more striking, however, was the startling 
difference in incidence both of clinical coronary 
artery disease and of arcus senilis. Thus clinical 
coronary artery disease was seven times more fre- 
quent, and arcus senilis was over three times more 
frequently present in the men of group A than in 
those of group B or group C. 

The possible role of cigarette smoking, exercise, 
working hours, alcohol ingestion, and heredity was 
studied in the pathogenesis of the cases of clinical 
coronary heart disease, but none, per se, appeared 
to have pathogenic relevance. 

The results obtained in this study strongly sug- 
gest that the behavior pattern exhibited by the 
men of group A was of itself largely responsible 
not only for their higher serum cholesterol and 
possible hastening of clotting time but also for their 
markedly increased incidence of both clinica] cor- 
onary artery disease and arcus senilis. 
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PROLONGED ADMINISTRATION OF CHLORPROMAZINE (THORAZINE) 
HYDROCHLORIDE 


CLINICAL AND LABORATORY SURVEY OF FIFTY PATIENTS 


Frank J. Ayd Jr., M.D., Baltimore 


Shortly after the introduction of chlorpromazine 
( Thorazine ) hydrochloride, it was realized that this 
drug could cause jaundice and agranulocytosis and 
that some psychiatric patients would require it 
indefinitely. Consequently, concern was expressed 
about the hazards of prolonged chlorpromazine 
therapy, particularly its effects on the liver and the 
hematopoietic system. In studying this important 
problem, a complete laboratory survey was made 
on patients who had taken chlorpromazine from 
two to four vears. The results of this laboratory 
evaluation and pertinent clinical observations are 
the basis of this report. 

This group consisted of 31 women and 19 men, 
aged 12 to 70. In this group were 3 men under 20, 
1 man and 8 women aged 20 to 29, 12 men and 13 
women aged 30 to 39, 3 men and 4 women aged 
40 to 49, 3 women aged 50 to 59, 2 women aged 
60 to 69, and 1 woman over 70. Diagnostically, they 
were categorized as follows: schizophrenic—para- 
noid 10, catatonic 2, hebephrenic 1, simple 1, un- 
classified 9, chronic hypomanic 2, chronic agitated 
depression 1, psychoneurosis or anxiety state 9, ob- 
sessive-compulsive neurosis 8, pseudoneurotic schiz- 
ophrenia 4, and hyperkinetic brain-injured child 3. 
Prior to taking chlorpromazine they had been ill 
from | to 20 vears and had not responded to previ- 
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Since chlorpromazine strikingly improves 
the adjustment of many psychiatric patients 
without being truly curative, administration 
in many cases must be continued for years. 
In order to detect possible adverse effects of 
such prolonged medication, a study was 
made in 50 patients who took it for two to 
four years. The total amounts taken by indi- 
vidual patients ranged from 54 to 1,078 
Gm. All patients gained weight. No evidence 
of renal or hepatic dysfunction was found. 
Amenorrhea occurred in two-fifths of the 
women, but sometimes menstruation was re- 
sumed without interruption or reduction of 
the dosage. In some patients the white blood 
cell count dropped as low as 3,000 per 
cubic millimeter of blood; but it was not 
necessary to interrupt the medication, be- 
cause the counts returned to normal while 
chlorpromazine therapy continued. Three 
patients manifested photosensitization each 
year from May to October but were desensi- 
tized by repeated limited exposures to the 
sun. Chlorpromazine enabled these patients 
to remain outside of the hospital, to work, 
and to be reasonably comfortable in spite of 
the persistence of their basic illness. 


& 
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ous psychiatric treatment, including shock therapy 
and psychosurgery. At the start of chlorpromazine 
therapy 18 were hospitalized and 32 were at home. 
All were considered totally incapacitated, and none 
had a good prognosis for recovery. 

Table 1 gives the daily dosage range, the total 
dosage, and the duration of treatment. This reveals 
that the dosage requirements of patients within the 
same diagnostic category varied markedly. In some 
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1,078,000 mg. Either exceeds that usually taken by 
patients treated with chlorpromazine. The dosage 
was large enough that it is reasonable to assume 
that any deleterious effects should be detectable. 


Laboratory Investigation 


Prior to, at repeated intervals during, and at the 
beginning of this survey, each patient had a urinal- 
vsis, hematological studies (red blood cell count, 


TABLE 1.—Dosuge and Duration of Treatment with Chlorpromazine 


Daily Dosage Duration of 
R 


Cuse No. Sex Age Diagnosis Total Dosage Treatment, Mo. 
SE F 32 Pseudoneurotie schizophrenia 100-1, 800 mg. 645,000 47 
M 39 Pseudoneurotie schizophrenia 50-300 ng. 201 000 47 
ERT F 0 Psychoneurotie anxiety 75-300 mg. 265,000 46 
F Psychoneurotie anxiety 75-150 meg. 158,500 46 
M Schizophrenia, paranoid 100-300 mg. 207 000 46 
M 37 Schizophrenia, paranoid 100-600 mg. 310,500 46 
M 37 Psychoneurotie anxiety 200-600 me, 573,000 46 
M 15 Hyperkinetic behavior disorder 75-125 meg. 124,200 46 
F Obsessive-compulsive 75-300 ng. 236 250 45 
M 37 Obsessive-compulsive 75-150 me. 112,200 44 
M $4 Obsessive-compulsive 200-2 000 me, 1,078,000 43 
M 19 Schizophrenia, unclassified 100-400 ng. 304,500 43 
F 30 Obsessive-compulsive 50-150 me. 164,000 42 
Pseudoneurotie schizophrenia 100-300 Ing. 157,500 2 
70 Chronie agitated depression 100-300 mig. 151,200 42 
F 10 Psychoneurotie anxiety 0-200 Ing. 153,750 4) 
2g Schizophrenia, paranoid 100-250 Ing. 214,000 41 
ea 29 Obsessive-compulsive 150-1000 mg. 564,000 41 
F 38 Schizophrenia, unclassified 676,500 4) 
M 38 Psychoneurotie anxiety 75-200 mg. 195,000 40 
F $5 Sehizophrenia, unclassified 100-250 meg. 155,000 40 
M Chronie hypomanic 100-400 me. 182,000 40 
M 28 Obsessive-compulsive 75-200 mg. 127,600 39 
k Psychoneurotie anxiety 50-125 me. 71,500 37 
38 Schizophrenia, unelassified 104-1200 meg. 610,500 
F 2s Schizophrenia, paranoid 100-2 400 meg. 1,065,000 36 
F 29 Psychoneurotie anxiety 100-300 mig. 173,750 35 
36 Psychoneurotie anxiety 75-250 meg. DS, 70) 35 
M lz Hvperkinetie behavior disorder 50-100 mig. 143,000 34 
M 42 Chronie hypomanic 100-300 mg. 153,000 34 
M Obsessive-compulsive 75-300 meg. 148,500 33 
F Schizophrenia, paranoid 150-300 meg. 192,000 32 
M 47 Schizophrenia, unclassified 100-1 ,000 Ing. 327,000 32 
Schizophrenia, paranoid 100-150 mer. 110,000 32 
a ee M $5 Schizophrenia, unclassified 75-200 Ing. 134,400 32 
F 34 Schizophrenia, catatonic 100-300 Ing. 230,000 31 
33 Schizophrenia, catatonie 0-400 Ing. 116,250 31 
32 Schizophrenia, unclassified 100-600 me. 202,500 30 
47 Pseudoneurotie schizophrenia 150-300 me. 191,000 30 
M 36 Schizophrenia, simple 100-300 mg. 130,500 29 
M 12 Hyperkinetie behavior disorder 100 Ing. 65,250 29 
62 Obsessive-compulsive 75-125 meg. 63,000 28 
F Schizophrenia, unclassified 150-400 meg. 165,500 26 
34 Schizophrenia, paranoid 75-150 mg. 90,000 25 
F Schizophrenia, paranoid 100-1500 Ing 324,000 24 
M 0 Schizophrenia, hebephrenic 200-1,600 Ing. 432,000 24 
F 69 Psychoneurotie anxiety 50-100 Ing. 34,000 24 


instances neurotics required higher doses than 
psychotics to cbtain and maintain improvement. 
Thus, it is evident that chlorpromazine is used to 
control symptoms and not to treat a psychosis or 
neurosis. Because of the difference in dosage re- 
quirements, there is a corresponding variation in 
the total dosage taken by the patients. Minimum 
total dosage was 54,000 mg.; the maximum was 


hemoglobin level determination, white blood cell 
count, and differential count), and liver function 
tests (cephalin flocculation, direct and _ indirect 
bilirubin, alkaline phosphatase, and, occasionally, 
thymol turbidity ). Pretreatment and survey urinal- 
ysis were all within the range of normal variations. 
Urine bilirubin determination was negative in all 


Cases. 
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TasLe 2.—Hematological Data on Patients on Chlorpromazine Therapy 


== =~ bz i 
== =z 5% a = 
Case, No. Sex Age Date = mL ~ = 
1/54 6,400 61 36 2 1 
6/23 54 9,100 ts 2 
ee M oJ 300558 14 10,500 is 1] 
Deve 12/ 2/57 14 OM) 5K) 236 6 
29 WEES S350 B35 3 ? 
9/ 4/54 lim) 7.000) 35 ] 
M 1? 20°57 5.4 lim) 7.100 tid 3 3 
an 
4 » Tod $400 {s 7 
10, M we | lin) 7.450 31 3 » 
4 o4 th, 1) 3h 4 ] 
14 } 1? 31 rey 8 ] 
$6 4054 G4 6,350 id 30 3 
k 1? 30/57 6u Us 5 ] | 
|” 1.1 400 ti4 33 » l 
” } 24/4 deed 11,404) 4 
] 2 1.0 G4 11,600 3 
11/23/54 lim 6.400 3 ] 
7 000 63 36 2 1 és 
1/18/58 43 20K) 4 a5 | 
3/28/90 1.8 9,690 64 33 2 l 
10/28/57 5.0 1M) 12,800 7] 20 5 4 


0/25/ da 1.6 4 9,800 538 36 8 ] 


a 
| 


ol. 169, No. 12 


CHLORPROMAZINE HYDROCHLORIDE—AYD 109/1299 
TabsLe 2.—Hematological Data on Patients on Chlorpromazine Therapy—Continued 
== = = > 4 
2~ 2 == 4 = 
as £5 = = 
| z= “35 3 
1/26/55 4.62 100 7,150 61 37 1 1 
F 32 11/21/57 1.8 5,000 57 36 5 2 
on 6/ 8/55 a 7,400 1 
M 7/57 1,600 48 41 1 
13 M 11/55 5.1 100 7,200 0 37 2 1 
9/30/57 5.0 14) », 950 63 33 3 1 
a9 7/ 9/55 3.4 x0) 200 37 3 2 
1s 7/16/55 1.3 6,100 5d 10 i 4 
10/29/57 4.69 4,250 2 l ] 
4] 8/16/55 OS 7400 62 37 
ke : 10/10/57 37 an 16 1 
11/20/55 1.6 4s 10,200 71 DS ] 
12) 2/57 19 97 $1350 62 2 
on 2/56 4.12 8.400 64 34 2 
W/ 1/55 100 9,000 61 37 
M 10/ 8/57 7,000 69 25 3 3 
1O/ 4/55 5,200 DS 1) 2 oe 


Results of hematological studies are given in 
table 2. Repeated white blood cell counts and dif- 
ferential counts during therapy disclosed fluctua- 
tions in the total white blood cell count and the 
total number of neutrophils. In some patients, the 
white blood cell count dropped as low as 3,000, 
with 30 neutrophils and with a return to norma! 
as therapy with chlorpromazine was continued. It 
is not necessary to discontinue the therapy when 
the white blood cell count and neutrophil count 
begin to fall. In such instances the physician should 
rely on his clinical judgment, in addition to the 
laboratory studies, to determine his course of action. 

Table 3 presents the liver function studies. Only 
the cephalin flocculation test showed changes in 
some patients. A summary of these changes is given 
in table 4. The results are not significant (table 5). 
Whether they are due to chlorpromazine or other 
causes is unknown. In two patients there was a 
history of virus infection with liver involvement 
prior to chlorpromazine therapy and of a chronic 
alcohol problem with periodic heavy drinking while 
taking chlorpromazine. In these two cases it was 
felt that factors other than chlorpromazine therapy 
could be responsible for the changes in the cephalin 
Hocculation tests. 


All major laboratory test results were analyzed 
for any significant change which might have oc- 
curred. The mechanism employed was the Student's 
t test (table 5). The values of t are far below 
those which would indicate a significant difference 
between the pretreatment test results and survey 
test results. 


Clinical Observations 


Body Weight.—One of the most constant endo- 
crine actions of chlorpromazine is that which affects 
the weight of patients receiving it. Every patient 
gained from 20 to 54 Ib. (9.1 to 24.5 kg. ), the aver- 
age being 35 lb. (15.9 kg.), irrespective of the 
pretreatment weight. Four patients gained 20 to 
25 Ib. (9.1 to 11.3 kg.); 8, 25 to 30 Ib. (11.3 to 
13.6 kg.); 15, 30 to 35 Ib. (13.6 to 15.9 kg.); 13, 35 
to 40 Ib. (15.9 to 18.1 kg.); 8, 40 to 45 (18.1 to 
20.4 kg.); 1, 45 to 50 Ib. (20.4 to 22.7 kg.); and 1, 
50 to 54 Ib. (22.7 to 24.5 kg.). 

In the first four months of treatment patients 
gained weight rapidly, usually two-thirds of their 
total weight increase. In the next 6 to 10 months, 
they gradually added the remaining one-third of 
their total weight gain. Thereafter, their weight 
remained relatively constant. If dosage was low- 
ered or the drug therapy stopped, a gradual weight 
loss followed but weight remained well above the 
pretreatment level. The photographs in the illustra- 
tion show the considerable weight change in one 
patient. 

Menstrual Changes.—The menstrual changes ob- 
served were disruption of rhythm, menorrhagia, 
hypermenorrhea, hypomenorrhea, and amenorrhea. 
The menstrual variations usually began after two 
weeks of therapy. In some patients the drug pro- 
duced early onset of menses; in others it was de- 
layed. Amenorrhea occurred in two-fifths of the 
women receiving 500 mg. or more daily. The higher 
the dosage used the more likely was amenorrhea 
to occur. As the dosage was lowered, the menses 
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TaBLe 3.—Results of Liver Function Tests in Patients on Chlorpromazine Therapy 


Serum 
Bilirubin, 


Alkali 


ne 


Serum Phosphatase Thymol 
Cephalin Bilirubin, Indirect, Level, Units/- Turbidity, 
Case No. Sex \ge Date Floceulation Direct Mg. Ce. Uni 
1 58 0.4 1.8 
30/58 1.2 0 1.0 24 3 
12 30057 4 OLS 
12/10/57 0 0.4 2.4 
11/29/57 ]1-+--] 0 O84 
COLE CRE M 2/ 5/54 0 0.3 2.0 
12/30/57 a 10 
M 1/31/54 0-0) 20 
1/?0 58 0-0) 0 O38 
M 37 $/ 2/54 O-0 0 O4 29 
2/58 0 OD 3.4 
M 34 1/4 0 0.6 3.9 3 
57 0-0 0.7 3.5 
M 40 6 1S 34 ()-() 0.4 
1/30/58 0-0 0 0.8 1.9 
70 4 0 O4 1.8 
12/30/57 0-0) 0.5 1.6 
F 40 7/54 (-] 0) 0.4 3.2 
10/31/57 1.9 0 0.4 26 
F 9g 1/21/5 0-0 0 0.4 10 
6/17/58 0-0) O05 O38 1? 
1S OS 0-0) 0 
> 3s 7/21/54 0 046 
12/30/57 0-0 3.0 
45 6) 5/54 0-0 O4 1s 
10/12/57 0-0 O46 14 
2. M 3s 9) 1/d4 
1/24/57 0 4.1 
M 7/16/54 0-0 0 0.5 
6/14/58 0-14 0 15 
F 38 9/24/54 0-0) 0 O4 3.2 
10/ 1/57 O-0 0 2.6 
4/25/58 1.7 » 
F 2° 1/24/55 0-0) 0 1.5 3 
1/ 3/58 0-0 0.4 1.8 » 
36 2/ 8/55 0-0 0 0.4 1.6 
120 58 0 
9/27/57 OLS 2.9 
1/16/58 0-0 O4 26 
M 3? 12/11/54 0-0 0 OG 
9/27/57 0-0 0.9 20 
10/28, 57 1+-1+4 0 0.4 
PH AT 0-0 0 OD 1.8 
12/15/57 0-0 0 0.4 20 
6/18 58 0-0) 0 2.0 
M 35 9/19/55 0-0 0 0.3 14 
1/18/58 0-0 0 1.8 
10/28/57 0-1-4 0 0.2 20 
F 33 25/55 0-0 0 0.6 1.8 
12/30/57 0-0 0 0.4 14 
F 3? 5/26/55 0-0 0 0.6 1.8 
11/21/57 0-0) 1.5” 
5/30/58 0-0 0 OD 1.4 3 
M 6/ 8/55 0-0 0 0.4 20) 
ll/ 7/57 0 OLS 1.6 
M 12 4/11/55 0-0 0 0.5 3.8 
9/30/57 0-0) 0 0.4 4.4 ; 
F 62 7/ 9/55 0-() 0 2.0 2 
11/12/57 0-0) 0 O6 2.4 3 
F 7/16/55 0-0) 0 0.4 243 
10/27/57 0-1-4 0 0.75 2.9 
10/19/57 0-0 0 0.9 3.0 
F 34 11/20/55 0-1-4 0 0.6 1.8 
12/ 2/57 1+-14 0 1S 
1/ 7/58 0-0 0 0.6 2.6 
M 30 10/ 1/55 0-0 0 0.4 1.6 
10/ 8/57 0-0 0 0.4 1.4 
F 69 10/ 4/55 0-0 0 0.4 1.6 
10/29/57 0-0 0 0.3 1.9 
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returned. When amenorrhea happened, it varied 
from three months to two years, the average being 
six months. 

Photosensitivity—Three patients were photosensi- 
tive. There was no relation between this sensitivity 
and the dosage of chlorpromazine. This reaction 


4.—Cephalin Flocculation Test 


Pretreatment Survey Patients, No. 
0 +1] — +] 1 
+1— +1 2 
0) +!) -+-) ] 
+1 +2 +2 2 
1— +1 +3 1 


was seasonal, occurring from May to October, when 
the patients were exposed to the summer sun. Re- 
peated limited exposure to the sun desensitized the 
patients, but the reaction recurred each vear. 


Comment 


None of the patients in this study have recovered 
from their basic illness, although all have shown 
symptomatic improvement. The 18 hospitalized pa- 
tients are now at home; 4 are gainfully employed, 
and 7 have resumed responsibility tor their house- 
hold duties. Of the 32 nonhospitalized patients, 11 
have returned to work and 14 are helping with the 
household work. It is certain that without chlorpro- 
mazine therapy most of these patients would have 
gradually deteriorated and would now be hospital- 
ized. Instead, chlorpromazine therapy has enabled 
them to remain outside of a hospital, to work, and 
to be reasonably comfortable in spite of the per- 
sistence of their basic illness. 


TaBLE 5.—Comparison of Pretreatment and Survey 
Laboratory Results in Fifty Patients 
Mean 
Test Results 
Red blood cell count, 


Pre- 
treatment Survey Value of 


White blood cell count, 

Polymorphonuclear cells, total ...... 4,720 5,470 0.30 
Cephalin flocculation 

Alkaline phosphatase level, 

Thymol turbidity units? .............. 2.4 2.8 0.40 


Determined in Student's f test. 
Alkaline phosphatase level was determined in only 49 patients. 
Thymol turbidity determination was made in only nine patients. 


t 

These patients have continued on maintenance 
therapy with chlorpromazine because each time an 
effort was made to withdraw the drug there was a 
resurgence of former symptoms. Even the mainte- 
nance dose has had to be flexible. For some patients 
it has been necessary occasionally to increase their 
dosage temporarily when they encountered more 
environmental stress than usual. 
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Summary and Conclusions 


Chlorpromazine (Thorazine) hydrochloride has 
been administered from two to four years to 50 
psychiatric patients who had not benefited from 
previous treatment and who had a poor prognosis. 
These patients took from 54,000 to 1,078,000 mg. A 
comparison of their pretreatment and survey urinal- 
ysis and hematological and liver function studies 
did not reveal any significant changes. Every pa- 
tient gained from 20 to 54 Ib. (9.1 to 24.5 kg.), 
usually during the first year of chlorpromazine 
therapy, after which the weight remained constant. 
Amenorrhea occurred in two-fifths of the women. 
Its duration varied with the dosage of chlorproma- 
zine. Lowering the dosage restored normal menses 


Weight change in patient on chlorpromazine therapy. 
Left, pretreatment weight, 80 Ib. (36.3 kg.). Right, weight 
90 days later, 109.5 Ib. (49.6 kg.), after therapy with 125 
mg. of chlorpromazine daily. Weight at end of one year was 
115 Ib. (52.1 kg.) and during next three years varied from 
110 to 118 lb. (49.9 to 53.5 kg. ). 


if normality did not return of itself. Photosensitive 
reactions occurred in the same three patients each 
year. 

It is concluded that chlorpromazine can be ad- 
ministered for prolonged periods, even in large 
doses, without the risk of harmful effects on the 
blood, liver, or kidneys. Prolonged therapy does not 
cure. It enables patients to remain outside of the 
hospital, to work, and to be reasonably comfortable 
in spite of the persistence of their basic illness. 


6231 York Road. 
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DIFFUSE PULMONARY SCHISTOSOMIASIS 


REPORT OF TWO CASES PROVED BY LUNG BIOPSY 


Major Joel H. Richert 


and 


Major Richard B. Krakaur, (MC), U. S. Army 


Pulmonary schistosomiasis was first described by 
Belleli,’ in 1885, and since then other authors have 
described in detail the clinical and pathological 
features. Since schistosomiasis is not endemic to the 
United States, physicians in this country are not 
likely to include it in the differential diagnosis of 
lung diseases. In recent years large numbers of peo- 
ple have migrated to the United States from Puerto 
Rico, where the disease is endemic. A number of 
these persons can be expected to have pulmonary 
schistosomiasis, which is easily confused with tuber- 
culosis, histoplasmosis, sarcoidosis, pneumonoconio- 
sis, or eosinophilic granuloma. 


Report of Cases 


Case 1.—A 22-year-old male Puerto Rican soldier was 
admitted to the tuberculosis section of Fitzsimons Army 
Hospital on Feb. 23, 1954, because of difluse pulmonary 
infiltrates. 

He had lived in Puerto Rico until he entered the U. S. 
Army in March, 1953. In April, 1953, he was transferred 
to the United States where he has since remained, residing 
in Kansas, Texas, Louisiana, Colorado, and Illinois. Betore 
entering the Army he was employed as a steelworker for 
two years. There is no record of how or when he became 
infected with schistosomes. His medical history was un- 
remarkable except for an appendectomy at the age of 19. 
Three months prior to hospitalization he developed a cough 
productive of brownish-black sputum. This was most promi- 
nent at night and was only slightly improved by cough 
medication. No diagnostic studies were done until January, 
1954, at which time he complained of some weakness but 
denied having hemoptysis, night sweats, or chest pain. A 
chest roentgenogram showed diffuse infiltrates and he was 
hospitalized because of the suspicion of tuberculosis. 

On the physical examination given at admission he ap- 
peared well nourished and in no distress. Blood pressure 
was 142/90 mm. Hg, respirations 24 per minute. There 
was no clubbing of fingers or toes. Scattered inspiratory 
rales were audible over both lungs. The examination results 
were otherwise normal. Results of laboratory studies were 
as follows: serologic test for syphilis, negative; urinalysis, 
normal; hemoglobin level, 16.5 Gm. per 100 cc.; white 
blood cell count, 11,000 per cubic millimeter with neutro- 
phils, 58%; lymphocytes, 32%; and eosinophils, 10%. Sub- 
sequently, the eosinophil counts ranged between 5 and 9%. 
The total serum protein level was 8.2 Gm. per 100 cc., with 
albumin, 3.7 Gm. and globulin, 4.5 Gm. Liver function 
studies done on separate occasions showed sulfobromo- 
phthalein (Bromsulphalein) retentions of 6.2, 3.0, and 8.0%. 
The thymol turbidity and cephalin flocculation were normal 
on each determination. The second-strength purified protein 
derivative (PPD) skin test gave a positive result. Results 
of coccidioidin and histoplasmin skin tests were negative 
in all dilutions including 1:10. Serologic tests for histo- 


From the departments of medicine and pathology, Fitzsimons Army 
Hospital, Denver. 


Two patients with signs and symptoms of 
chronic pulmonary disease were hospitalized 
because of the suspicion of tuberculosis. In 
one a lung biopsy specimen obtained at 
exploratory thoracotomy was found to con- 
tain lesions characteristic of pulmonary schis- 
tosomiasis, and ova of Schistosoma mansoni 
were identified. In the other the ova of S. 
mansoni were first found in the feces; later 
the characteristic ova were also found in 
pseudotubercules in specimens of lung tissue 
obtained by wedge biopsy. The first patient 
was treated with a total of 90 cc. of 
stibophen (Fuadin) injected intramuscularly 
over a period of 20 days, and the disease 
was arrested. The other improved after two 
courses consisting altogether of 95 cc. of 
stibophen; although he continued to complain 
of respiratory symptoms he returned to duty. 
Both had lived in Puerto Rico before enter- 
ing the U. S. Army. 


plasmosis, blastomycosis, and coccidioidomycosis obtained 
on March 3 and April 9 all gave negative results, except 
that on the first determination the result of the collodion 
agglutination test for histoplasmosis was positive in a dilu- 
tion of 1:40. Cultures of gastric and bronchial washings 
were negative for Mycobacterium tuberculosis and fungi. A 
bone marrow culture was negative for Histoplasma capsu- 
latum. Stool specimens initially contained ova of Schistosoma 
mansoni and hookworm and the rhabditiform larvae of 
Strongyloides stercoralis. 

Pulmonary function studies on April 29th yielded the 
following results: Vital capacity, 2,600 cc. or 61% of the 
predicted normal; one-second vital capacity 2,200 cc. or 
85% of the observed; maximum breathing capacity, 75 liters 
per minute or 53% of the predicted normal. 

Roentgenograms of the chest (fig. 1) showed diffuse 
miliary infiltrations involving all lobes of both lungs, with 
scattered coalescent nodules measuring up to 5 mm. in 
diameter. In addition, there was a reticular pattern of in- 
creased lung markings. Serial roentgenograms throughout 
the period of hospitalization remained stable. A miniature 
film made in March, 1953, showed normal findings. 

Bronchoscopy revealed a mild, diffuse hyperemia and 
edema of the tracheobronchial tree. A needle biopsy of the 
liver was performed and on microscopic examination the 
liver architecture was essentially normal with only a small 
focal area of fibrosis. A lung biopsy specimen, obtained at 
exploratory thoracotomy on May 18, contained lesions 


characteristic of pulmonary schistosomiasis. Frequent large 
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focal granulomatous areas were present, composed of fibro- 
blasts, histiocytes, eosinophils, and occasional lymphocytes 
and plasma cells. In these areas were seen arteries with 
destruction of the muscular coat and varying degrees of 
obliterative endarteritis. No angiomatoid formation was 
found. Ova were not observed within these granulomas, but 
they were seen within organized pseudotubercles located in 
nearby alveolar spaces ( fig. The remainder of the pul- 
monary parenchyma appeared normal. 

This patient presented a perplexing diagnostic problem; 
after tuberculosis was excluded as a diagnostic possibility, 
histoplasmosis and sarcoidosis were seriously considered. 
When ova of S. mansoni were found in the lung biopsy 
specimen as well as the stools all of the confusing features 
could be easily explained. At operation the surgeon palpated 
firm nodules measuring 2 to 6 mm. throughout the entire 
lung. There were no postoperative complications. 

The patient was treated with a total of 90 cc. of stibophen 
(Fuadin) injected intramuscularly between June 21 and 
July 10. This produced some nausea, anorexia, and vomit- 
ing but did not necessitate discontinuance of the therapy. 
Hexylresorcinol was given for the hookworm gentian 
violet for the strongyloides infections. At the completion of 
treatment his stools no longer contained ova and_ parasites. 
He returned to duty in August, 1954, and was subsequently 
discharged from the Army. 

A follow-up evaluation was accomplished at the Veterans 
Administration West Side Hospital, Chicago, during Dec- 
ember, 1955, and January, 1956. At that time the patient 


Fig. 1 (case 1).—Chest roentgenogram showing diffuse 
infiltrates of lungs. 


complained of shortness of breath on exertion but denied 
any other pulmonary symptoms. No significant physical 
abnormalities were found. The routine laboratory studies 
gave normal results, except for 9% eosinophils in a peripher- 
al blood smear. A total circulating eosinophil count was 482 
per cubic millimeter. Stool examinations revealed ova of 
hookworm but none of S. mansoni. sulfobromophthalein 
test showed 3.5% retention. The total serum protein level 
was 7.8 Gm. per 100 cc., with albumin, 4.7 Gm., and globu- 
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lin, 3.1 Gm. The vital capacity was 2,800 ce. and the one- 
second vital capacity 2,400 cc. Only a few minute petechiae 
of the rectal mucosa were seen on proctoscopic examination. 
Results of chest roentgenograms had not changed signifi- 
cantly. At the time of his latest follow-up, in April, 1958, 
he was employed and asymptomatic. 

Case 2.—This 20-year-old Puerto Rican male soldier was 
admitted to the tuberculosis section on April 30, 1957, be- 
cause of a diffuse lung disease. Experience with the previous 
case led to a clinical diagnosis of pulmonary schistosomiasis 
which was confirmed by lung biopsy. 


* 

* 
Fig. 2 (case 1).—Photomicrograph of lung biopsy speci- 


men. Clear area within giant cell represents fragment of 
ovum. 


The patient was born and lived in the vicinity of Comerio, 
Puerto Rico, until entering the U. S. Army in September, 
1955. It could not be determined specifically when he con- 
tracted schistosomiasis. He was transferred to the United 
States in November, 1955, and was subsequently stationed 
at Fort Chaffee, Arkansas, and Fort Sill, Oklahoma. 

He spent a 30-day leave at his home in Puerto Rico during 
December, 1956, and January, 1957. Three weeks after his 
return he developed a headache, mild fever, malaise, non- 
productive cough, sore throat, and diffuse anterior chest 
pain aggravated by coughing. He was hospitalized at Fort 
Sill on Feb. 18, 1957, where at physical examination he 
appeared mildly ill. Temperature was 99.4 F; pulse, 80 per 
minute; blood pressure, 118/84 mm. Hg; respirations, 16 
per minute. The pharynx was moderately inflamed and there 
was lymphoid hyperplasia. Auscultation over the lungs re- 
vealed diffuse inspiratory and expiratory wheezes. Scattered 
moist rales were localized in both lower lungs. The ex- 
amination was otherwise normal. The white blood cell count 
was 9,000 per cubic millimeter with 59% neutrophils, 35% 
Ivmphocytes, 2% monocytes, and 4% eosinophils. Hemoglobin 
level was 15.3 Gm. per 100 cc., and erythrocyte sedimenta- 
tion rate 16 mm. per hour. Chest roentgenograms showed 
diffuse infiltrative densities in both lungs. He was treated 


> 
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with antibiotics for one week after which the symptoms and 
physical findings cleared but the roentgenographic abnor- 
malities persisted. 

On his arrival at Fitzsimons Army Hospital he was asymp- 
tomatic and the results of the physical examination were 
essentially normal. The lungs were clear on auscultation and 
neither the liver nor the spleen was palpable. A’ repeat 
white blood cell count showed 11,000 per cubic millimeter, 


© 
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Fig. 3 (case 2).—Photomicrograph of lung biopsy speci- 
men showing ovum of S. mansoni within giant cell. 


with 54% neutrophils, 38% lymphocytes, 3% monocytes, and 
5% eosinophils. Hemoglobin level was 14.8 Gm. per LOO cc., 
and erythrocyte sedimentation rate 23 mm. per hour. Result 
of a serologic test for syphilis was negative. Urinalysis was 
normal. Results of liver function studies were normal except 
for a thymol turbidity of 7 units. Total serum protein level 
was 8.4 Gm. per 100 cc., with albumin, 3.2 Gm. and globu- 
lin 5.2 Gm. The electrophoretic pattern of the serum proteins 
was albumin, 42.5%; alpha-1 globulin, 4.9%; alpha-2 globu- 
lin, 14.7%; beta globulin, 16.9%; and gamma globulin, 21.0%. 
Results of the histoplasmin test and the second-strength PPD 
skin test were positive; result of the coccidioidin test was 
negative. Results of the histoplasmin complement-fixation 
test were positive in titers of 1:8 and 1:16 on separate 
tests. Results of the serologic tests for blastomycosis and 
coccidioidomycosis were negative. Repeated gastric washings 
disclosed no M. tuberculosis or fungi. Ova of S. mansoni 
were found in the stools but none could be recovered in 
the sputum even after the administration of expectorants. 
A scalene node biopsy gave normal results. Serial sections 
of a needle biopsy of the liver showed occasional poorly 
circumscribed pseudotubercles in the portal areas. Several 
of these pseudotubercles contained fragments of egg shell 
within foreign body giant cells. A wedge biopsy of the right 
lung, obtained July 22, showed frequent small and medium- 
sized histiocytic granulomatous areas containing numerous 
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eosinophils. The small bronchi and blood vessels) within 
these areas were necrotic. Early fibrosis was present. Fre- 
quent pseudotubercles containing ova were seen; one ovum 
had a prominent lateral spine, positively identifying it as 
S. mansoni (fig. 3). No angiomatoids were found. 

Chest roentgenograms had a diffuse mottled appearance 
with nodular densities measuring 2 to 3 mm. in diameter 
and a reticular pattern of increased lung markings (fig. 4). 
The over-all appearance was similar to that seen in silicosis. 
Between February and July the lesions seemed to become 
more prominent. Miniature chest roentgenograms of 1953, 
1954, and January, 1955, showed no definite lesions; how- 
ever, in May, 1956, a portion of the right upper lobe was 
visible on films of the shoulder and these showed nodular 
infiltrates of the lung. Pulmonary function studies showed 
vital capacity, 3,700 ce. or 85% of the predicted normal: 
one-second vital capacity, 91.5% of the observed; and manxi- 
mum breathing capacity, 106.5 liters per minute or 80% of 
the predicted normal. Electrocardiograms did not show evi- 
dence of pulmonary hypertension. 

During his early course at this hospital he had several 
episodes of respiratory distress during the night and ausculta- 
tion over the Jungs revealed) diffuse expiratory wheezes. 
These were promptly relieved by rectal administration of 
aminophylline. After the diagnosis of pulmonary schistoso- 
miasis was established he received two courses of stibophen. 
The first was begun on Aug. 6; and after 45 cc. was ad- 
ministered in doses of 5 cc. intramuscularly on alternate 
davs, he developed T-wave inversions on the electrocardio- 
gram and complained of general malaise. After a one-month 
rest period he was given a second course of treatment con- 
sisting of 50 cc. of stibophen which he tolerated without 


Fig. 4 (case 2).—Chest roentgenogram showing diffuse 
mottling. 


difficulty. Follow-up sputum and stool specimens were per- 
sistently negative for ova of S. mansoni. The chest roentgeno- 
grams had not shown improvement when he was returned to 
duty on Oct. 24. On follow-up in April, 1958, he complained 
of shortness of breath, tiredness, and chest pain, but no 
additional information is available. 
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Pathogenesis 


There are three species of schistosomes (blood 
flukes) which commonly infect man. They are 
S. haematobium, which is found in the Middle East 
and Africa; $. mansoni, which was originally indige- 
nous to Africa but was spread to the West Indies 
and South America during the slave trade; and 
S. japonicum, which is found only in the Far East. 
The schistosomes have similar life cycles but they 
differ in the organs to which they migrate and in 
the size and shape of the ova. Schistosomiasis, also 
known as bilharziasis, is so common in many areas 
of the world that it is estimated that approximately 
5% of the world’s population is infected. 

The life cycle of the schistosomes involves man 
and various animals as reservoirs and specific spe- 
cies of snails as intermediate hosts. The ova pass 
from man in the urine or feces and hatch in water, 
liberating a free-swimming miracidium. The mira- 
cidia must penetrate the proper species of snail 
where two generations of sporocysts develop before 
the fork-tailed cercariae emerge. The cercariae 
swim about vigorously and easily penetrate the 
skin of persons washing, bathing, or wading in 
infected water. Infection can also take place by 
ingestion of cercariae. Penetration is aided by the 
lytic action of enzymes. The tail detaches and the 
larva is carried through the veins into the right 
heart, through the lungs, and into the systemic 
circulation. The passage through the pulmonary 
capillaries requires approximately three days and 
may be associated with transient signs and symp- 
toms consisting of cough, rales, bronchopneumonia, 
sputum, fever, urticaria, and leukocytosis with 
eosinophilia.” Only those larvae survive that find 
their way to the intrahepatic portions of the portal 
vein, where they mature into male and female adult 
worms and then migrate against the blood stream 
to the organs of predilection; S. japonicum prefers 
the small intestine, S. haematobium the bladder, 
and §. mansoni the large intestine. The female of 
the pair deposits her eggs in the venules and, if she 
is not destroyed by the body defenses or by treat- 
ment, may continue to deposit eggs for as long as 
20 years. In experimental infections in the hamster, 
the average number of eggs laid daily by a single 
worm was found to be 300 for S. mansoni and 3,500 
for S$. japonicum.’ The ova become dislodged and 
may be disseminated to distant organs. Many are 
discharged into the portal circulation and become 
implanted in the liver where they often cause 
cirrhosis. 

It has been postulated that the ova reach the 
lungs by way of the coronary vein and esophageal 
anastomoses or through the inferior hemorrhoidal 
plexus and the inferior vena cava. Experimental 
studies have shown that ova might reach the lungs 
by way of the vascular shunts in the liver.* A lym- 
phatic route via the thoracic duct is a theoretical 
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possibility since there are cases reported in which 
mesenteric lymph nodes contained many ova.’® Once 
in the lungs the ova penetrate the arterioles and are 
quickly surrounded by inflammatory cells which 
eventually form pseudotubercles. These may be 
located in the adjacent interstitial tissue, respiratory 
bronchioles, or alveolar walls. In most cases the 
microscopic pseudotubercle will be the only patho- 
logical finding. In approximately | or 2% of all cases 
with pulmonary involvement there is extensive 
subacute and chronic granulomatous reaction suffi- 
cient to be detectable on chest roentgenograms. In 
addition to pseudotubercles there may be focal 
collections of histiocytes, eosinophils, chronic in- 
Hammatory cells, and fibroblasts. The arterioles may 
show acute and chronic angiitis. Angiomatoid for- 
mation is postulated to result from passage of ova 
through the arterial walls with focal destruction of 
the media. Shaw and Ghareeb ° considered these to 
be pathognomonic of pulmonary schistosomiasis. 
Lopes de Faria * has pointed out how arteriovenous 
aneurysms may form and cause shunting of blood 
with clinical cvanosis. 


Comment 


Although scattered lung lesions are common in 
schistosomiasis, diffuse lesions such as have been 
described are not. In 1938, Shaw and Ghareeb,? 
from the Egyptian University, Cairo, published a 
detailed review of 282 autopsies on patients with 
schistosomiasis. They found that 95 (33%) had lung 
lesions which were divided as follows: 1. Parenchy- 
matous tubercles only were found in 83 cases. 
2. Focal arterial lesions appeared in 6. 3. Wide- 
spread arterial lesions producing the manifestations 
of Ayerza’s disease were found in 6. In a study of 
248 autopsies on patients with schistosomiasis, Mar- 
tinez-Rivera and Koppisch* in Puerto Rico found 
that 161 (65%) had lung lesions, but in only three 
cases were the pulmonary lesions considered of 
clinical importance. 

Chest roentgenograms may not always yield ab- 
normal results, even though there are extensive lung 
lesions causing physiological abnormalities. This 
presents a difficult diagnostic problem, especially 
outside the endemic areas. The physiological ab- 
normalities that occur in pulmonary schistosomiasis 
are (1) increased pulmonary vascular resistance and 
pulmonary hypertension, produced by diffuse ob- 
literative endarteritis; (2) shunting of pulmonary 
artery blood as a result of extensive formation of 
arteriovenous anastomoses; and (3) restriction of 
ventilation produced by the fibrotic reaction in the 
lung. Both of the patients whose cases we have 
reported had restricted ventilation but little can be 
said about circulatory disturbances in their lungs 
since the critical physiological studies were not per- 
formed. The goal in their treatment was not to re- 
verse the pathological changes but to prevent fur- 
ther extension of the disease. 
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Summary 


Schistosomiasis may result in many serious com- 
plications and it is therefore desirable to survey 
individuals who come from endemic areas and to 
treat those who are infected. In patients coming 
from endemic areas, pulmonary schistosomiasis 
should be included in the differential diagnosis of 
scattered or diffuse infiltrative lesions of the lungs. 

P. O. Box 6266, Fitzsimons Army Hospital, Denver § 
(Major Richert 
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FEVER OF OBSCURE ORIGIN—THE VALUE OF ABDOMINAL 
EXPLORATION IN DIAGNOSIS 


REPORT OF SEVENTY CASES 


Joseph E. Geraci, M.D., Lyle A. Weed, M.D. 


Donald R. Nichols, M.D., Rochester, Minn. 


Fever of obscure origin represents one of the 
most fascinating problems in differential diagnosis 
in the field of internal medicine. By fever of ob- 
scure origin we mean continuous fever of more 
than two weeks’ duration or intermittent fever for 
a longer period for which a cause has not been 
found after careful, repeated interrogation, thor- 
ough, general physical examinations, and extensive 
laboratory studies. Such fever tests medical knowl- 
edge and diagnostic acumen to the utmost. The 
problem it presents has always been with us but 
seems to have assumed increased importance be- 
cause of the availability of newer therapeutic 
agents, such as the antibiotics, cortisone, nitrogen 
mustard, and others. 
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A study of the diagnostic value of lapa- 
rotomy was made in 70 patients with febrile 
states that had lasted longer than two 
weeks and had been explained by repeated 
thorough physical and laboratory examina- 
tions. In 21 patients exploration of the ab- 
dominal cavity revealed malignant disease, 
and in 10 of these the lesion was a lympho- 
blastoma. In 15 patients evidence of specific 
infections was found, and in 5 of these it 
was tuberculous peritonitis. The surgical in- 
tervention entailed little risk. Its dagnostic 
value in cases of fever of obscure origin 
was evident. 
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Many of the problems of obscure fever are the 
result of atypical clinical syndromes and variations 
of commonly known diseases; only rarely is a 
patient with such fever found to have an unusual 
disease. 

We do not propose to discuss normal body tem- 
perature and the normal physiology involved in the 
regulation of body temperature. This can be found 
in any good physiology textbook and is summarized 
beautifully in the Croonian lecture of 1957 by Sir 
George Pickering.’ Suffice it to say here that normal 
body temperature varies widely from person to 
person, and values up to 100 F (37.8 C) by mouth 
may be considered within normal limits in most 
people. When the temperature begins to be con- 
sistently more than 100 F by mouth, then one be- 
gins to think in terms of a febrile state and the 
possible cause for it. In some patients with anxiety- 
tension states the temperature may occasionally be 
slightly more than 100 F—as high as 101 F (38.3 C) 
and occasionally even higher—in the absence of any 
recognizable organic disease.” 

Many good reviews of fever of obscure origin 
have appeared recently, including the volume by 
Keefer and Leard.* Other important reviews are 
those of Hamman and Wainwright,’ Beeson,’ 
Bennett,” Albrecht,’ and Bottiger.” 

Most observers have classified obscure tevers 
according to broad groups, as Beeson’ has done: 
(1) intections of either localized or systemic variety, 
(2) malignant diseases, (3) collagen diseases, and (4) 
a miscellaneous group. An alternative and perhaps 
a more helpful way is to classify obscure fevers by 
body systems. Such a classification has the ad- 
vantage of being an aid in differential diagnosis as 
one carefully questions the patient for possible 
clues which might lead to a diagnosis. Several such 
classifications have appeared.” In questioning the 
patient, we like to start at the top, with the central 
nervous system, and work down. 

Our interest in obscure fever was aroused several 
vears ago when we began to observe a number of 
patients with such fever in whom a definitive diag- 
nosis could not be established when they were dis- 
missed from the clinic. Among our colleagues and 
ourselves there was no unanimity of opinion re- 
garding the value of exploratory laparotomy in 
patients with fever of unknown origin. Many were 
actually opposed to laparotomy in these patients 
when there were no signs or symptoms referable to 
the abdomen. We then decided to advise explora- 
tory laparotomy in patients with obscure fever 
after a thorough clinical investigation revealed no 
diagnosis and yet indicated that the patient might 
have organic disease as the basis for the fever. 
Here we shall report our observations in 70 such 
cases. 
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Materials and Methods 


All 70 patients were given thorough, detailed, 
repeated interviews for purposes of obtaining clues 
to the diagnosis, thorough repeated general phys- 
ical examinations, numerous laboratory tests and 
X-ray examinations, biopsies as indicated, and, in 
selected instances, therapeutic trials with antibiotic 
or chemotherapeutic agents. Peritoneoscopy was 
not performed. These patients had febrile states of 
longer than three weeks’ duration, and the cause of 
the fever could not be determined by any of the 
foregoing procedures. They represented patients 
seen personally and recently by us, patients seen 
and recalled by our colleagues, and other cases 
recorded in the files of the Mayo Clinic. Forty-one 
were males, and 29 were females. They ranged in 
age from 1 to 71 vears, the average being 48 (51 
vears if the five patients in the pediatric age group, 
under 16, are excluded). 

Microbiological procedures used included routine 
cultures for the common aerobes and anaerobes 
with use of fresh-meat-infusion blood agar, brain 
broth, and thioglycollate broth; cultures for Bru- 
cella; cultures for acid-fast bacilli with incubation 
at 37 and 32 C; cultures for fungi with use of 
mediums and techniques known to be useful for 
all the deep mycotic organisms; cultures for Lepto- 
spira; and inoculation of mice to detect Toxo- 
plasma. When indicated, cultures were also made 
for Leishmania and Trypanosoma. In all cases ma- 
terial was examined directly with the aid of acid- 
fast stain, Wright’s stain, and dark-field illumina- 
tion. In most cases multiple specimens of tissue 
were examined in addition to the usual materials 
of blood, spinal fluid, sputum, urine, and stools. In 
a few cases special studies for viruses and rickettsias 
were made by complement-fixation test, inoculation 
of animals, or tissue culture. 

In 30 of the 70 patients, there were no subjective 
symptoms or objective findings referable to the 
abdomen. Of the other 40 patients, 15 had sub- 
jective complaints and 34 had objective findings, 9 
of the 40 having both. The subjective complaints 
referable to the abdomen consisted of tenderness, 
either localized or diffuse, and vague soreness, 
vague distress, actual aching, or other types of pain. 
Among the objective findings was enlargement of 
the liver, present in nine cases, in two of which the 
liver was also tender; it was palpable or question- 
ably palpable in an additional 12 patients, in 2 of 
whom it seemed to be tender also. The spleen was 
palpable and enlarged in 19 patients; in one of 
these patients the enlargement was observed only 
on X-ray examination of the stomach. Ascites was 
present in one. There was a suggestion of an 
adnexal mass in one patient and an actual adnexal 
mass in another. There was splinting of the muscle 
of the left flank in one patient. These complaints 
and findings were not of diagnostic value. 
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The results are given in the table and are pre- 
sented here by group: malignant disease, 21 pa- 
tients; specific infections, 15; indeterminate disease, 
14; entirely negative findings, 14; and miscellane- 
ous diagnoses, 6. Of the 14 patients with entirely 
negative results on exploration, 8 had no signs or 
symptoms referable to the abdomen and 6 had 
signs or svmptoms or both. 


Results of Exploratory Laparotomy in Seventy Patients with 
Fever of Obscure Origin 


No. of 
Group Condition (Cases 
] Malignant disease (21 patients) 
Cancer, sigmoid colon ............ 
Retrope ys al malignant lesion (trom heterotopic 
2 Specific infeetions (15 patients) 
Brucellosis of spleen (Brucella suis, 1) and of spleen 
Abseess of liver (Staphylococcus pyogenes var. aureus) 2 
(iranulomatous hepatitis (gram-negative bacillus) ... 1 
mitis bacteremia without clinical 
Pyogenie abscess of spleen (Str. mitis) ................ 1 
3 Indeterminate disease (14 patients) 
Granulomatous disease of undetermined cause 
(S patients) 
Granulomatous lymphadenitis 33 
Granuiomatous abscesses ot liver and hepatitis ..... 3 
Granulomas of liver and regional lymph nodes ..... 1 
Granulomatous disease of liver and bone marrow .. l 
Nonspecific inflammation of lyinph nodes and liver .... 
4 Entirely negative results (14 patients) 
Now well, no diagnosis at any time ..................-. 8 
Died without diagnosis, no autopsy .................6. 2 
5 Miscellaneous diagnoses (6 patients) 
Thrombosis and thrombophlebitis of mesenteric veins 
(ommon-duet stone (1): chronie cholecystitis and 


* One case previously reported by Broders and co-workers."! 
+ Previously reported by Osmundson und co-workers.?? 

; In one patient biopsy of lymph node in home community at time of 
initial abdominal exploration and cholecystectomy revealed noneaseat- 
ing granulomas. Exploration at Mayo Clinie showed only nonspecific 
inflamany ition in some enlarged para-aortic nodes. 

$ One patient had leukoeyte counts of 13,000-17,000 per cubie milli- 


me eter and microabseess in bone marrow, as well as enlarged para-aortic 


nodes and enlarged spleen 


Malignant Disease 

In the 10 patients with Ivmphoblastoma no 
adenopathy was observed. The spleen was palpable 
in seven patients, and the liver apparently was en- 
larged and tender clinically in only one case. There 
was nothing from the clinical examination that 
could have led to a diagnosis. In two patients the 
fever was cyclic, in one for l'2 years and in the 
other for 11 vears. In the latter patient a diagnosis 
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of cyclic or “periodic” fever had been made until 
laparotomy, 11 years after the onset, revealed 
Hodgkin's disease. In seven patients the fever was 
continuous, occurring daily but of an irregular, re- 
mittent character. 

The two patients with carcinoma of the kidney 
presented unusual diagnostic problems. One had 
two explorations before the diagnosis was made. 
Review of the excretory urograms indicated in 
retrospect that a diagnosis of malignant disease 
perhaps could have been entertained before the 
first surgical exploration. Despite this, the results 
of thorough exploration at the time of the first op- 
eration were negative. The other patient, who had 
had low-grade fever for six months, had normal- 
appearing excretory urograms and right retrograde 
urograms. He declined to have exploratory lapar- 
otomy. Three months later, laminographic examina- 
tion of the left renal region elsewhere revealed 
possible renal lesion; exploration disclosed renal 
carcinoma. 

Four patients with cancer of the head of the 
pancreas had extensive metastasis to the liver. Two 
of these patients had mild soreness and pain in the 
right upper quadrant. The liver was not enlarged 
in any of them but was just palpable in one. In one 
patient exploration revealed a large amount of bile 
in the peritoneal cavity, and bile peritonitis. The 
superior border of the liver contained many nod- 
ules. One nodule in the dome of the liver was 
adherent to the diaphragm and apparently had 
ruptured, with the liberation of bile. Biopsy of this 
lesion revealed grade-3 squamous cell carcinoma 
which, the surgeon thought, probably arose from 
the gallbladder. However, subsequent postmortem 
examination revealed that the primary lesion was 
in the pancreas. 

The patient with malignant disease of the sig- 
moid colon underwent abdominal exploration be- 
cause of the finding of asymptomatic cholelithiasis. 
She had had no symptoms or signs that were re- 
ferable to the abdomen or the gastrointestinal tract. 
She had had fever cyclically for about seven years, 
but six months before she came to the clinic the 
fever had become almost continuous. Exploration 
of the abdomen at the time of cholecystectomy re- 
vealed an inflammatory mass in the sigmoid. 
second surgical exploration subsequent to suitable 
preparation of the intestine revealed a polypoid, 
grade-1 adenocarcinoma extending through the 
muscle and serosa to involve the pericolonic fat; 
the sigmoid was resected. No lymph nodes were 
involved. Proctoscopic examination’ and x-ray ex- 
amination of the colon had not been done. The 
patient was completely well after three years and 
had had no fever. Two other patients with a malig- 
nant lesion of the sigmoid associated with pro- 
longed fever have been seen, one with extensive 
metastasis to the liver which was not evident be- 
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fore exploration and the other without metastasis. 
Proctoscopic examinations in both patients revealed 
annular and ulcerative lesions in the absence of 
any other findings. These two patients are men- 
tioned because it could not be determined without 
laparotomy whether other causes for the obscure 
fever were present, but they are excluded from the 
series because of diagnosis by proctoscopy. Ma- 
lignant disease of the sigmoid alone has been asso- 
ciated with fever of unknown origin, and similar 
cases have been described in the literature.'° 

In the patient with hepatoma the liver was irreg- 
ular, nodular, firm, and tender and was felt about 
3 fingerbreadths below the right costal margin. The 
patient’s temperature ranged up to 103 F (39.4 C), 
and he had chills and vague, recurring pain in the 
upper part of the abdomen. The diagnosis was 
made at surgical exploration and confirmed at post- 
mortem examination. 

The patient with retroperitoneal malignant neo- 
plasm had had an irregular daily temperature 
ranging up to 101 F (38.3 C), together with malaise, 
weariness, fatigue, and night sweats for four 
months. The examination revealed only some en- 
larged axillary lymph nodes on the left. Biopsy of 
these revealed only “hyperplastic” nodes; the cul- 
tures gave negative findings. The only positive 
laboratory findings were increased sedimentation 
rate (LO9 mm. per hour by the Westergren method), 
marked rouleau formation on the blood smear, and 
a positive skin reaction to the tuberculin (purified 
protein derivative) test. All other tests and exami- 
nations gave negative results. Exploratory lapa- 
rotomy disclosed only a cluster of enlarged firm 
lymph nodes at the ligament of Treitz, situated on 
the aorta and vena cava. No primary source of the 
neoplasm could be found. Biopsy revealed a 
grade-4, clear-cell, malignant lesion which, it was 
thought, might have arisen from heterotopic adrenal 
tissue. 

Specific Infections 


In patients with tuberculous peritonitis the abdo- 
men can appear to be almost normal on physical 
examination despite the extent of the disease that 
is found in it. In three of five cases physical ex- 
amination of the abdomen gave negative results; 
there was no evidence of fluid. In the fourth case 
moderate ascites was present. This patient had had 
splenectomy in his home community for what was 
thought to be thrombocytopenic purpura. Granulo- 
matous lesions had been seen at the time of ex- 
ploration, and it had been thought that a fungous 
disease was the cause of the difficulty. Reexplora- 
tion of the abdomen with biopsy at the clinic after 
it had not been possible to make a diagnosis re- 
vealed tuberculosis when acid-fast bacilli were 
found in smear and culture. In the fifth case ab- 
dominal examination revealed some tenderness in 
the right lower quadrant and the sensation of a 
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mass in the lett side of the pelvis. In the four pa- 
tients on whom tuberculin skin tests were per- 
formed the reaction was positive. In all five cases 
the diagnosis was proved bacteriologically. 

In two patients a definite diagnosis of histo- 
plasmosis was made at the time of exploration. In 
one, exploration was performed for diagnosis be- 
cause it was thought that hepatic disease was the 
basis for the fever. Biopsy of the liver at the time 
of laparotomy revealed Histoplasma capsulatum. 
Postmortem examination elsewhere revealed histo- 
plasmosis of the heart valves also, Clinically, the 
patient had presented some features of bacterial 
endocarditis, but the results of blood culture were 
negative. This case has been reported previously.'! 
The second patient had recurring chills and fever, 
malaise, weakness, loss of weight, sweats, and an 
enlargement of the spleen together with pancyto- 
penia over a period of six months. Abdominal ex- 
ploration and splenectomy were performed in an 
attempt to make a diagnosis. H. capsulatum was 
cultured from the noncaseous granulomatous lesions 
of the spleen and liver. 

One of the two patients with brucellosis had had 
periodic fever of 17 years duration resulting from 
Brucella suis infection of the spleen. This case will 
be reported separately. Cure followed splenectomy 
and combined antibiotic therapy with tetracycline 
and streptomycin. The other patient with brucel- 
losis had had fever each summer for 14 vears; this 
case has been reported previously.'* Brucellosis 
was suspected when needle biopsy of the liver re- 
vealed) granulomas; cultures of the granulomas 
were negative for B. suis. The Brucella agglutina- 
tion titer was then found to be 1:800. A combination 
of tetracycline and streptomycin had been given 
for two weeks when exploratory laparotomy be- 
came necessary because of moderately severe pain 
in the left upper part of the abdomen. Only then 
was a diagnosis of brucellosis established by 
culture. 

In one of the two patients with hepatic abscess 
the liver was (questionably) slightly enlarged, and 
tender. The patient who had hepatitis without 
jaundice was a surgeon who was most anxious to 
know the cause of his fever. 

The patient with granulomatous hepatitis was a 
l-vear-old who had been ill for about six months 
with irregularly occurring fever, chills, anemia, 
thrombocytopenia, hepatomegaly, and splenomeg- 
aly. Much antibiotic therapy given at home had ap- 
parently not been helpful. The temperature after 
admission to the clinic had been irregular, going 
as high as 105.4 F (40.9 C), and fever had been 
present continuously for two weeks. Cultures of 
the blood, urine, and stools gave negative results. 
It was thought that exploration would be the best 
method to settle the diagnostic doubt. At explora- 
tion the spleen was found to be four times normal 


> 


120, 1310 


size; the liver was enlarged, and histopathologically 
it was the site of “granulomatous hepatitis.” There 
were no enlarged retroperitoneal nodes. No dis- 
crete abscesses or granulomas were seen. Cultures 
for B. suis, acid-fast bacilli, and fungi gave negative 
results. However, an unidentified gram-negative 
bacillus, not a recognizable pathogen, was isolated. 
The patient died suddenly two days after opera- 
tion. One can only speculate on whether the gram- 
negative bacillus was causative or a contaminant. 

The patient who had Streptococcus mitis bac- 
teremia without clinical evidence of endocarditis 
underwent abdominal exploration because no diag- 
nosis could be made clinically even though one of 
the many blood cultures showed Str. mitis. He was 
having recurrent daily chills and fever. He had had 
cholecystic disease and had undergone cholecyst- 
ectomy previously and also surgical treatment for 
chronic relapsing pancreatitis. Clinically the liver 
was slightly enlarged and tender, and it was thought 
that the disease process causing the febrile state 
was probably located in the abdomen. At operation, 
exploration was difficult; nothing was found except 
many adhesions in the cholecystic bed and at sites 
of previous surgical treatment. Cultures obtained 
from these areas at exploration revealed Str. mitis. 
Appropriate therapy with penicillin and streptomy- 
cin for a two-week period was curative. 

The patient with a Str. mitis splenic abscess 
which ruptured retroperitoneally had had five epi- 
sodes of fever (temperature up to 103.4 F [39.5 C]) 
and chills lasting two to five days over a period of 
two or more months. It was thought that a good 
response to antibiotics had occurred with each at- 
tack. The patient had had intermittent pain in the 
left upper abdominal quadrant for more than eight 
vears; during the same two months of the febrile 
episodes, the distress had been more pronounced 
and he had some characteristics of pleuritic pain. 
There had also been anorexia and a loss of about 
20 Ib. (9.1 kg.). Study of the patient in his home 
community had revealed no abnormalities. Exami- 
nation at the clinic disclosed only a slightly palpable 
liver and some tenderness in the left upper quadrant 
of the abdomen. Positive laboratory findings were 
as follows: sedimentation rate, 120 mm. in one 
hour; hemoglobin level, 11.7 Gm. per 100 cc. of 
blood; and moderate rouleau formation on the 
blood smear. The left hemidiaphragm was slightly 
elevated. X-ray examination of the entire gastro- 
intestinal tract and kidneys gave negative results. 
All other tests also were not helpful. Exploratory 
laparotomy revealed a mass of induration across 
the upper part of the abdomen in the retroperi- 
toneal region. An abscess of the spleen had _per- 
forated retroperitoneally, and the infection had 
extended up under the tail of the pancreas, across 
the midline; splenectomy was performed. The other 
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structures were normal. Cultures revealed only 
green-producing streptococci sensitive to less than 
0.05 unit of penicillin per cubic centimeter. Post- 
operative antibiotic therapy with penicillin brought 
rapid improvement and cure. 


Indeterminate Disease 


The patients in group 3 had nonspecific findings 
on exploration. In the eight patients with unidenti- 
fied granulomatous disease (granulomatous lymph- 
adenitis, hepatitis, hepatic abscesses, or disease of 
the bone marrow), the liver was enlarged slightly 
in three and the spleen was palpable and enlarged 
in two at the time of physical examination. All cul- 
tures from multiple biopsy specimens of involved 
tissues removed at operation were negative for 
acid-fast bacilli, Brucella, fungi, and other bacterial 
pathogens. Noncaseating granulomatous — lesions 
were noted in six of these eight patients and casea- 
tion in two. One of the last two patients had had 
two laparotomies, one in Hawaii and one at our 
clinic. The findings in the liver were the same, and 
the cultures were negative for any pathogens on 
both occasions; the liver was studded with many 
abscesses containing granular, thick, greenish- 
vellow material. In six of the eight patients the 
febrile episodes disappeared and the patients have 
remained well; the other two died. One of the 
deaths was that of a 3-year-old boy in whom a 
diagnosis of granulomatous hepatitis and abscess 
was made at laparotomy. Febrile episodes con- 
tinued until death occurred 16 months after opera- 
tion. The patient had many of the features of the 
entity described by Berendes and co-workers '’ as 
“fatal granulomatosis of children.” The other death, 
that of a 50-year-old man, was attributed to an in- 
creasingly severe pancytopenia and a hypocellular 
condition of the bone marrow resulting from a 
marked granulomatous reaction of the marrow. The 
cause of the latter was obscure. 

In six patients with nonspecific inflammatory 
disease, a definitive diagnosis could not be made 
from abdominal exploration. One patient had 
a mesenteric lymph node removed at home. The 
histological section reviewed by a clinic pathologist 
was reported as showing noncaseating granuloma 
“consistent with sarcoid.” The nodes had been re- 
moved at the time of cholecystectomy. Laparotomy 
at our clinic revealed a spleen that was three times 
normal size, a para-aortic node 1 cm. in diameter, 
and some mesenteric nodes that were thought not 
to be abnormal. Biopsies of the liver and the rectus 
muscle gave negative results. The para-aortic node 
showed “inflammation” and the mesenteric nodes 
showed “reticulum hyperplasia.” All cultures gave 
negative results. Follow-up examination three 
months later showed the patient to be improving, 
gaining weight, and afebrile. 
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In a second patient abdominal exploration gave 
negative results except for many creamy-white, 
raised, glistening, punctate nodules 2 mm. in diam- 
eter on the liver and spleen. The pathologists re- 
ported “normal liver except for focal subcapsular 
accumulations of lymphocytes.” All cultures gave 
negative results. Biopsies of axillary lymph nodes, 
rectus muscle, and the appendix also gave negative 
results. The fever subsided postoperatively. 

A third patient had only some slightly enlarged 
nodes in the mesentery of the small intestine and 
in the periaortic region; also, a node that measured 
2 by 1.5 by 0.7 cm. was present retroperitoneally 
above the head of the pancreas. The spleen was 
two and one-half times normal size. All cultures of 
the nodes and other tissues gave negative results. 
Histopathological examination of the nodes re- 
vealed “inflammatory reaction with hemosiderosis” 
of doubtful cause. Sections of a node that had been 
removed in the patient's home community showed 
“rather marked reticuloendothelial hyperplasia.” 
The patient was well five vears later. 

A fourth patient had only slight enlargement and 
mottling of the liver with focal collections of poly- 
morphonuclear leukocytes and lymphocytes in the 
liver. These were thought to be nonspecific find- 
ings. No other intra-abdominal abnormality was 
noted. Postoperatively 20 mg. of prednisone (Meti- 
corten) given daily for three weeks curbed the 
increase in temperature somewhat. However, low- 
grade fever, weakness, anorexia, and deterioration 
persisted. All cultures for pathogens had given 
negative results. After dismissal of the patient, his 
condition deteriorated further and he died at home 
about four months later. Unfortunately, autopsy 
was not performed, and the cause of the fever re- 
mained indeterminate. 

A fifth patient had what appeared to be an 
ulcerating lesion of the lower pole of the left kid- 
ney, as revealed by excretory and retrograde uro- 
grams; a lower calyceal deformity was also evident. 
Abdominal exploration gave negative results; the 
left kidney was felt to be normal. The lower one- 
third of this kidney was resected. Histopathological 
examination revealed only mild inflammatory clus- 
ters of lymphocytes and foci of calcification. The 
urologist thought that these minimal pyelonephritic 
changes were not sufficient to account for the fever 
(102 to 104 F [38.9 to 40 C]), sweats, and occasional 
chills that had been experienced for two months 
preoperatively. The patient's condition improved, 
and the episodes of fever diminished postoperative- 
ly and eventually disappeared. Cultures of the urine 
had revealed Aerobacter aerogenes; cultures of the 
excised renal tissue gave negative results for bac- 
terial pathogens. 

The sixth patient had two laparotomies at the 
clinic. The first was in 1948, at which time cholecyst- 
ectomy was done; the liver was large and boggy, 
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and a moderate hepatitis was evident. The gall- 
bladder contained a large solitary stone. The pan- 
creas was firm and slightly enlarged. The spleen 
was two times normal size. Histologically, nests of 
inflammatory cells were observed along the liver 
cords. Cultures gave negative results. The second 
exploratory laparotomy, performed in 1952, re- 
vealed only mild fibrous pericholangitis. The con- 
dition of the liver was improved, and the spleen 
was smaller. The patient continued to have re- 
curring bouts of fever with severe anorexia every 
three or four months which lasted 7 to 10 days; he 
continued to lose weight and had recurring bouts 
of abdominal pain. His condition had deteriorated 
when he was last seen at the clinic in 1955. He 
looked emaciated and was thought to have some 
pathological change in the right side of the ab- 
domen. He refused further tests and further ex- 
ploration. Three months later the home physician 
found a large mass in the right lower quadrant 
which seemed to fill the entire pelvis. Incision and 
drainage revealed much pus; culture at home gave 
negative results. The patient permitted no other 
studies by the home physician. His condition con- 
tinued to deteriorate. The diagnosis has remained 
indeterminate. 


Entirely Negative Results 


In group 4 (14 patients), abdominal exploration 
did not reveal any disease or abnormality. Eight 
of the patients are now well, and in them no diag- 
nosis has ever been made. One of these patients, 
however, was suspected of having histoplasmosis; 
a single episode of persistent low-grade fever had 
been present for six weeks. Abdominal exploration 
gave completely negative results. The skin reaction 
had been positive for histoplasmosis. Two months 
after surgical exploration the patient was well and 
afebrile; miliary nodules were seen at the bases of 
both lungs. A presumptive diagnosis of histoplasmo- 
sis was made. However, the diagnosis was not 
proved. 

Two patients died at home, possibly from malig- 
nant disease; however, postmortem examinations 
were not made. In two patients—a 4-year-old boy 
and a 20-year-old woman—signs and symptoms of 
rheumatoid arthritis finally developed. In one pa- 
tient, Henoch’s purpura was finally diagnosed. One 
patient became afebrile with postoperative corti- 
sone therapy; review of the entire clinical problem 
suggested a diagnosis of collagen disease. 

Miscellaneous Diagnoses 

The patient with thrombophlebitis of the mesen- 
teric veins and venules had had intermittent fever 
for about six weeks. She was dismissed from the 


hospital after thorough study and when the tem- 
perature had become normal. That same evening 
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abdominal pain developed; she was readmitted 
to the hospital and subjected to exploratory 
laparotomy. 

The patient with the diagnosis of periarteritis 
nodosa was studied thoroughly at the clinic and 
underwent abdominal exploration in the home 
community. Extensive examinations at our clinic 
had revealed only chronic cholecystitis with chole- 
lithiasis. 

The patient with endometriosis had had brucel- 
losis six vears betore the onset of her fever. She 
had a small adnexal mass. The Brucella agglutina- 
tion titer was 1:200. It was felt that a Brucella ab- 
scess might be present. Exploration revealed only 
endometriosis. The patient had not had any pre- 
vious estrogen therapy or surgical treatment. 

The patient with choledocholithiasis had been 
referred to the clinic with the diagnosis of probable 
bacterial endocarditis. Fever had been present for 
seven weeks at home, and it continued here, Ex- 
tensive study resulted in suggestions of many other 
diagnoses. Details of the history were difficult to 
obtain. The patient had recurrent febrile episodes 
with chills, night sweats, undocumented jaundice 
(one episode), anorexia, and vague pain in the right 
upyer part of the abdomen; these episodes on 
occasion were suggestive of biliary colic. Exami- 
nation revealed severe tachycardia, an enlarged 
rheumatic heart with mitral stenosis and_ atrial 
fibrillation, and, eventually, a palpable, distended 
callbladder. The positive laboratory results were in- 
creased sedimentation rate (110 mm. in one hour), 
anemia with eosinophilia and marked rouleau ftor- 
mation evident on the blood smear, and grade-3 
retention of dye with the sulfobromophthalein test 
of hepatic function. Many blood cultures gave nega- 
tive results. Needle biopsy of the liver revealed 
cirrhosis. Laparotomy disclosed distention of the 
gallbladder and enlargement of the liver and spleen. 
The common duct was greatly dilated—so much so 
that the surgeon thought that a choledochal cyst 
was present. A single stone, 1.3 cm. in diameter, 
was found. Choledochoduodenostomy, removal of 
the stone, and biopsy of the liver were performed. 
The remainder of the abdominal exploration gave 
negative results. Histopathological examination of 
sections from the liver revealed periportal infiltra- 
tion with neutrophils and lymphocytes. Postopera- 
tively the patient became afebrile. 

The patient with cholecystitis and cholelithiasis 
had had intermittent febrile episodes with chills, 
malaise, arthralgias, and sweat lasting about 24 
hours, the fever itself being present during only 
four to six hours of the entire episode. There were 
no symptoms referable to the gastrointestinal sys- 
tem and no history of jaundice. The only abnormal 
laboratory findings consisted of slightly increased 
serum bilirubin level (0.56 mg. per 100 cc. direct 
and 0.7 mg. indirect) and a sulfobromophthalein 
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retention of 8%. The cholecystogram in- 
terpreted as showing a normally functioning gall- 
bladder. At exploration, subacute gangrenous 
cholecystitis with cholelithiasis was found. The 
gallbladder was tense, edematous, and gangrenous. 
It was amazing that the patient had no symptoms 
referable to the right upper part of the abdomen. 

The patient with intestinal lipodystrophy (Whip- 
ples disease) was a 44-vear-old man with a history 
of periodic fever for three and one-half vears; 
initially, for a 16-month period, the three-to-four- 
day periods of fever, chills, sweats, malaise, and 
arthralgias occurred at monthly intervals. The pa- 
tient said they took place “almost like clockwork.” 
Then the tebrile episodes recurred with gradually 
decreasing time intervals until just prior to admis- 
sion, when they recurred every three to four days. 
The patient had constipation with the episodes, but 
otherwise had no significant gastrointestinal symp- 
toms. At no time did he have diarrhea. Loss of 
weight occurred only during the last vear of symp- 
toms prior to laparotomy. Almost from the begin- 
ning, the patient had been given steroids as long 
as the svmptoms lasted during the febrile episode. 
The examination gave entirely negative results. 
The only abnormal laboratory findings prior to op- 
eration were increased sedimentation rate (S8 mm. 
per hour by the Westergren method), mild anemia, 
and slight leukocytosis. At operation, the spleen 
was found to be about twice normal size and 
mesenteric lymph nodes were enlarged. Biopsies 
of these nodes and of the jejunum revealed the 
tvpical findings of intestinal lipodystrophy. 


Comment 


We believe that exploratory laparotomy should 
be considered seriously in selected patients when 
thorough and repeated studies do not reveal the 
cause of an indeterminate fever. If a thorough, de- 
tailed history and physical examination reveal no 
helpful leads or positive findings, if all of the labora- 
tory tests give no clues, if tissue cannot be obtained 
tor study and diagnosis, and if the patient continues 
to look chronically ill and has a history of loss of 
weight, some anemia, and a high sedimentation 
rate, then one should think seriously of abdominal 
exploration. The basis for our advocacy of this 
procedure is the fact that the abdominal cavity and 
the retroperitoneal region cannot be examined ade- 
quately or visualized thoroughly with the available 
diagnostic procedures except by exploration. This 
is in contrast to other body systems, such as the 
central nervous system, the respiratory tract, or the 
genitourinary tract, where fairly precise examina- 
tion and visualization are possible, so that one may 
say with some assurance whether disease is present 
as a basis for the obscure fever. Exploratory lapa- 
rotomy should be considered as one of the steps in 
a planned study of selected patients with obscure 
fever. 
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In the selection of patients, care should be used 
to exclude those who have had the uncommon 
clinical syndrome of “periodic fever” '* over a long 
period. In this syndrome the patient has febrile epi- 
sodes that occur at intervals ranging from two days 
to six months, but usually from 7 to 28 days. Once 
the cycle has been set it generally remains the 
same. The episodes may recur for as long as 30 to 
40 years and they may last for 12 hours to 10 days. 
The temperature may go as high as 105 F (40.5 C) 
and is usually accompanied by the systemic symp- 
toms that go with episodes of high fever. The 
leukocyte count may be normal or increased. The 
sedimentation rate may be slightly increased with 
the attacks but is normal between attacks. These 
people have good health between attacks and 
manifest no loss of weight or anemia. They look 
well and have no other evidence of organic disease. 

If abdominal exploration, perhaps as the last of a 
planned series of diagnostic procedures, does not 
reveal a diagnosis, then we will have done every- 
thing for the patient that it is possible to do. Thera- 
peutic trials can be given subsequently with 
antibiotics or with other chemotherapeutic agents, 
or the patient can be sent home for further obser- 
vation. Until abdominal exploration is done in these 
patients, we feel that all manner of therapy should 
be withheld except in certain selected patients who, 
one suspects, should have an adequate trial of 
antibiotic therapy first to see if some hidden in- 
fection can be brought under control. 

Therapeutic trials are indicated in situations in 
which it is felt that a specific infection or specific 
disease entity is present. They are justified when 
repeated examinations have not led to a diagnosis 
and the patient’s condition continues to deteriorate. 
One should be careful in the interpretation of the 
response that is obtained with a therapeutic trial. 
Bennett ° has stated that a nonspecific response 
coincident with the administration of a drug can 
be very misleading. This has been our experience 
also. One should try to obtain unequivocal evi- 
dence of a diagnosis by tissue examination or cul- 
tures if at all possible before any therapy is given. 
Exploratory laparotomy should precede antibiotic 
or other drug therapy, if possible, in patients who 
are suspected of having organic disease. Bennett ° 
has cited two excellent examples in which tubercu- 
lous peritonitis was felt to be present. In both 
instances other diagnoses resulted; autopsy revealed 
lymphosarcoma in one, and abdominal exploration 
showed cancer of the colon with perforation and 
localized abscess formation in the other. 

Therapeutic trials should be carefully planned 
and carried out, and the results should be inter- 
preted with caution. We have seen one patient with 
obscure fever in whom we could not make a 
diagnosis and who had a definite heart murmur 
which was thought to be of organic origin. Many 
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consultants felt that the patient had endocarditis, 
and he was given a therapeutic trial with anti- 
biotics. The temperature did not come down to 
normal during treatment with penicillin and strep- 
tomycin but did so on the 10th day after tetracycline 
was added to the therapeutic program. At post- 
mortem examination a miliary granulomatous type 
of Hodgkin's disease was found in the liver, spleen, 
and some of the other abdominal viscera. The 
patient did have organic heart disease, but it was a 
congenital perforation of one of the mitral valve 
leaflets and was uncomplicated by any infection. 

A recent review of treatment of pulmonary and 
pelvic tuberculosis at the Johns Hopkins Hospital 
indicated that treatment with either isoniazid or 
streptomycin and aminosalicylic acid causes lessen- 
ing of fever in 80% of the patients within six days °; 
more than 95% responded by the third week, and 
it was concluded that treatment for one month 
constitutes a trial of therapy with antituberculosis 
drugs. 

Our own experience with bacterial endocarditis 
in patients who present a rather typical clinical 
picture, except that organisms have not been cul- 
tured from the blood, is that the therapeutic re- 
sponse to a daily dosage of a combination of 10 
million units of crystalline penicillin, 2 Gm. of 
streptomycin-dihydrostreptomycin, and 2 Gm. of 
probenecid usually occurs within 5 to 7 days and 
almost always within 10 days.’® A thorough trial of 
antibiotic therapy for suspected bacterial endo- 
carditis or obscure infection, however, should also 
include tetracycline in the treatment program to 
cover for possible gram-negative bacterial infec- 
tions. If no response is obtained in five to seven 
days with penicillin and streptomycin, 3 Gm. of 
tetracycline in divided dosage should be added to 
the program for another three to five days. Failure 
of the temperature to come down with this regimen 
of combined antibiotic therapy over a period of 
10 to 12 days excludes infection as the cause of the 
obscure fever in most instances. 

Clinical reviews of fever of unknown origin give 
only passing mention to the value of laparotomy in 
patients with indeterminate fever.’* in a 
recent review of unexplained fever, stated, “More 
and more, we are resorting to abdominal explora- 
tion or diagnostic thoracotomy when other measures 
fail.” This has been our practice also. 

All patients with obscure fever should have x-ray 
examination of the gastrointestinal tract. When 
cholecystic disease or cholelithiasis is found on 
x-ray examination, cholecystectomy should be car- 
ried out and the rest of the abdomen and the 
retroperitoneal region should be thoroughly investi- 
gated. Most observers would agree about this. 
There is some question, however, in the minds of 
many clinicians whether exploratory laparotomy 
should be performed when examination and investi- 
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gation of the patient repeatedly give negative re- 
sults. Some think the procedure is too radical; 
others prefer treatment with nitrogen mustard, 
X-rays, or cortisone in the hope that improvement 
will occur; and still others prefer continued ob- 
servation and repeated investigation until the cause 
of the fever becomes obvious. However, when a 
patient has been ill for some time with obscure 
fever and comes to the physician with the hope 
that something may be found and his symptoms 
relieved, he should be advised to undergo explora- 
tion after thorough study if it is still thought that 
organic disease is present. These patients should 
not be treated with x-rays or nitrogen mustard 
before a definitive diagnosis has been made; such 
nonspecific treatment only serves to confuse the 
clinical picture further. The fact that a febrile 
reaction ceases after x-ray therapy or nitrogen- 
mustard therapy is not proof that the patient had a 
Ivmphoblastoma or some other lesion. 

In approximately SO% of our series of 70 patients, 
something was found at operation. In 60% a definite 
diagnosis was made; in an additional 20% the dis- 
ease was of a nonspecific granulomatous nature or 
it was a nonspecific infection; and in approximately 
20% nothing was found. 

In none of the eight patients with nonspecific 
granulomatous disease was there a_ history. of 
allergy. Eosinophilia was noted in only one; that 
was the patient with caseating granulomatous 
abscess who had had two laparotomies. The granu- 
lomatous lesions apparently were limited to the 
abdomen only. Seven of the eight patients were 
well at the time of writing. The histological appear- 
ance of the biopsy specimen in several patients was 
consistent with a diagnosis of “sarcoidosis.” 

It was impossible to know the cause of the 
granulomatous disease in these eight patients. They 
could be presumed to have had benign, perhaps 
inflammatory, disease of some kind. However, the 
consistency with which all cultures gave negative 
results would tend to exclude bacterial infection, 
although previous antibiotic therapy in some of 
these patients may have rendered the cultures nega- 
tive. The patient with the caseating granulomatous 
abscesses in the liver had a high eosinophil count. 
She had taken 1.25 mg. of conjugated estrogenic 
substances (Premarin) daily for years, and it was 
considered possible that this drug might have been 
antigenic in this patient, giving rise to a hyper- 
sensitivity granulomatous type of reaction. She was 
advised to take no antibiotics or other medicament 
postoperatively. She recently wrote that her fever 
gradually disappeared over a period of six to eight 
months and that she is now well. It is quite possible 
that these eight patients represent instances of 
hypersensitivity granulomatosis.’” 

It should not be forgotten that infection and 
malignant disease of the kidneys may be present 
even when the urographic appearance is normal. 
An excretory urographic examination should be one 
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of the earliest tests performed in patients with fever 
of obscure origin. At laparotomy the kidneys should 
actually be visualized, not merely palpated. This 
point is illustrated by one of the two patients with 
malignant disease of the kidney as a source of ob- 
scure fever. On the first abdominal exploration the 
kidneys felt normal on palpation; at the second 
exploration four months later, after further urologic 
study, the renal carcinoma was found. In the origi- 
nal 200 cases of Kark and co-workers '* in which 
needle biopsy of the kidney was performed, there 
were 5 cases of bacterial renal infection in which 
cultures of the urine gave negative results. These 
five cases represented problems of obscure fever. 
Appropriate antibiotic therapy was curative after 
diagnosis resulted from needle biopsy of the kidney. 
This raises the question of doing a needle biopsy 
of the kidnevs before or at the time of each lapar- 
otomy to be sure that renal infection does not exist. 


Summary and Conclusions 


An analysis of 70 recent Mayo Clinic patients who 
had fever of obscure origin and who underwent 
abdominal exploration for purposes of diagnosis 
indicates that this procedure should be carried out 
when a planned investigation of such patients does 
not reveal a diagnosis. Patients who have had re- 
peated episodes of fever, who continue to manifest 
debility and chronic illness, and whose disease is 
progressive should be considered for exploratory 
laparotomy. Evidence of continuing loss of weight, 
a high sedimentation rate, and progressive anemia 
in the absence of a definitive diagnosis should aid 
in the decision for exploratory laparotomy. 

The data presented indicate that in approximately 
80% of such patients something will be found at 
the time of exploration and that a precise diagnosis 
will be made in about 60%. Patients who have had 
only one prolonged bout of fever and whose con- 
dition is improving despite the previous presence 
of anemia, increased sedimentation rate, and loss of 
weight should not be subjected to exploratory 
laparotomy. 

In approximately 20% of our cases abdominal 
exploration revealed indeterminate granulomatous 
disease or nonspecific infection, and in about 20% 
it was completely unrevealing. The operative risk 
in these patients is minimal; the postoperative 
morbidity is slight. No deaths occurred in this 
series. Exploratory laparotomy is frequently of real 
diagnostic value in selected patients with fever of 
obscure origin. 

200 First Street S. W. (Dr. Geraci). 
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CONTROL OF INTRACTABLE PAIN IN ADVANCED CANCER BY 
SUBARACHNOID ALCOHOL BLOCK 


Richard C. Hay, M.D., Takeshi Yonezawa, M.D. 
and 


William S. Derrick, M.D., Houston, Texas 


In the constant search for a method to relieve 
intractable pain in advanced malignant disease, 
many agents have been used. This communication 
will present the clinical results of 175 subarachnoid 
alcohol segmental blocks, the histopathology of 10 
spinal cords after this procedure was done, and a 
brief review of the neuroanatomy concerned. 

The first report of the use of subarachnoid alcohol 
for pain relief was by Dogliotti' in 1930. Several 
other favorable reports * were published during the 
following several vears, all concerned with the use 
of this technique in the treatment of intractable 
pain in malignant conditions. The majority of the 
injections were accomplished in the lumbar inter- 
spaces and more often than not resulted in rectal 
and bladder incontinence, motor paralysis of the 
lower extremities, and poor pain relief. The expla- 
nation of these unfortunate complications is that 
the nerves in the lumbar area are mixed nerves, 
carrying both sensory and motor impulses. Hence, 
if alcohol is introduced into this area, both modali- 
ties will. be disturbed. Thus, the procedure de- 
scribed by Dogliotti never has gained widespread 
use or acceptance because of the unpredictability 
of its effects and the occurrence of distressing com- 
plications, that is, muscle paralyses, bladder and 
intestinal disturbances, and painful paresthesias. 


From the Section of Anesthesiology and the Department of Pathology, 
the University of Texas M. D. Anderson Hospital and Tumor Institute. 


Relief from otherwise intractable pain in 
the lower portions of the body can frequently 
be afforded by the subarachnoid injection of 
absolute alcohol. The technique here de- 
scribed is believed to give more predictable 
resulis and to cause less of the distressing 
complications (paralyses, paresthesias, and 
vesical and intestinal dysfunction) than do 
older methods. This method, involving the 
careful positioning of the patient and other 
precautions to limit the action of the alcohol 
to the dorsal nerve roots, was applied in 106 
patients with hopeless malignant disease. 
The results were classed as good in 53 and 
fair in 35. Ten spinal cords were examined 
at subsequent autopsies, and the most con- 
stant finding was demyelinization of the 
dorsal roots of the spinal nerves. The effects 
extended peripherally to the dorsal root 
ganglia and centrally into certain tracts 
within the cord. The abolition of pain was 
not always permanent, especially since 
metastases sometimes appeared in distant 
parts, but some patients were completely 
relieved for eight months or more. 
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Neuroanatomy 


A brief description of a typical spinal nerve * will 
show the anatomic basis for this procedure. Each 
spinal nerve is composed of two roots: an anterior 
(ventral, motor, efferent) and a posterior (dorsal, 
sensory, afferent). The posterior root is the larger 
of the two. It is composed of multiple rootlets which 
arise from the posterolateral sulcus of the spinal 
cord, These unite to form two bundles which join 
the spinal ganglion. After leaving the ganglion, the 
posterior root joins the anterior at the intervertebral 
foramen. Both anterior and posterior roots are cov- 
ered by pia, arachnoid, and dura. The two roots 
pierce the dura separately, and each root receives 
an investment of this membrane which is continu- 
ous with the epineurium of the combined nerve 
(fig. 1). 

The roots of the spinal nerves below the third 
cervical vertebra run obliquely downward and lat- 
erally. This downward angle increases progressively 
throughout the length of the cord so that at its 
termination at the interspace of L-1 and L-2 the 
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Fig. 1.—Diagram of typical spinal nerve. 


roots are parallel to the long axis of the cord. It is 
therefore practical to interrupt the dorsal roots at 
their cord level rather than at their vertebral level 
(fig. 2). Most commonly the cord terminates at the 
body of the first lumbar vertebra, occasionally at the 
upper portion of the body of the second lumbar 
vertebra. For practical purposes, the L-1 and L-2 
interspace is considered the level of termination. 
The dorsal roots are accessible for blockade at 
specified interspaces above the lumbar area only. 

The dorsal root fibers * subserving tactile, ther- 
mal, pain, and proprioceptive sensations enter into 
synaptic relations within the gray matter of the 
cord, not only with secondary sensory neurons 
which relay impulses toward the cerebral cortex 
but also with association and commissural neurons 
which are connected with motor neurons and are 
concerned with spinal reflexes. With this arrange- 
ment of ascending, descending, crossed, and un- 
crossed pathways, it is apparent that pain impulses 
may be appreciated by any one of several avenues 
of ingress at multiple segmental levels. 
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There are two ascending tracts of importance to 
this discussion: the lateral and ventral spinotha- 
lamic tracts. Briefly, these tracts are as follows: 

In the ventral spinothalamic tract, the unipolar 
cell body of the first order neuron is in the spinal 
ganglion. At varying levels, synapses are made in 
the columna posterior with the second order neuron. 
The cell body of the second order neuron is in the 
posterior gray column. It sends an axon across the 
median plane to the ventral spinothalamic tract in 
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Fig. 2.—Roots of spinal nerves. 


the opposite anterior funiculus and thence to the 
thalamus. From the thalamus, axons of the third 
order neuron go by way of the thalamic radiation 
to the somatesthetic area of the cerebral cortex. 

In the lateral spinothalamic tract, the unipolar 
cell body of the first order neuron is in the spinal 
ganglion and sends a process to the skin and to the 
deeper tissues. The central process immediately 
terminates in the cord. The second order neuron is 
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located in the posterior gray column. The axon im- 
mediately crosses the medial plane and ascends in 
the lateral spinothalamic tract to end in the postero- 
lateral ventral nucleus of the thalamus. From the 
posterolateral ventral nucleus of the thalamus, the 
third order neuron conveys thermal and_ painful! 
impulses by way of the thalamic radiation to the 
somatesthetic area of the cerebral cortex. 


Technique 


The technique of subarachnoid alcohol block ° is 
little different from that normally used for spinal 
anesthesia. The principal difference between the 
two is one of position of the patient. It is far prefer- 
able to use a standard operating table with its in - 
herent mechanism for “flexing” the table. The pa- 
tient must be placed on the table with the side to 
be blocked uppermost and the site of needle inser- 
tion directly over the “break” in the table. The table 
is then flexed so that the needle site is at the peak 
of the bend in the thoracic curve. That is, the head 
and hips are always lower than the site of injection. 
The body is then rotated anteriorly approximately 
45 degrees. The patient is securely fastened in this 
position. If a bilateral block is desired, the patient 
is placed in the prone position with the peak of the 
curve made by the flexed table at the needle site as 
betore. Each of these two positions brings the pos- 
terior roots to the highest point in the dural tube 
(fig. 3). 

After the positioning, the subarachnoid puncture 
is made in the routine manner. One must be abso- 
lutely certain that the bevel of the spinal needle is 
lying treely within the subarachnoid space and not 
in the peridural space or the cord itself. It may be 
necessary to aspirate cerebrospinal fluid instead of 
waiting for it to appear at the hub of the needle, 
since, occasionally, when the patient is in the prone 
position the spinal fluid pressure is too low tor free 
flow. The actual injection of the absolute alcohol 
must be slow and deliberate. The patient must be 
warned prior to injection that he may feel exquisite 
burning, warmth, or sharp pain in the segment 
involved, This sensation usually lasts a few seconds 
at peak intensity and then fades away during the 
next few minutes. The area of paresthesia indicates 
the segment blocked, of course, and is a good index 
of the level of blockade. 

If there are multiple segments involved, it is more 
desirable to use two or three needles at successive 
interspaces than to inject a large volume of solution 
through one needle. If the latter is done, motor 
paralysis may result, since the large volume of alco- 
hol may diffuse anteriorly to involve the anterior 
roots. After the alcohol has been injected, the pa- 
tient must remain in the position for at least 45 
minutes to allow the alcohol to become fixed to the 
neural tissue and to be diluted by the spinal fluid. 
The patient may then be turned to the supine posi- 
tion and returned to his bed, where he should re- 
main flat for two hours.” 
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After the block, the evaluation of the degree of 
pain relief is a difficult task. The enthusiasm of the 
operator for the procedure may cause interpretation 
of more pain relief than is actually present. The 
best indexes of pain relief are the observations of 
the nurses and the patient’s family. Often, the 
patient will tell them much more than he will tell 
the doctor. The block may be repeated after two 
davs have elapsed if there is no change in the pain 
pattern. 

Since many of these patients have been receiving 
narcotics for varving periods of time and are ad- 
dicted, this factor enters into the evaluation of the 
results of the block. Many patients will deny relief, 
even though it is present, in order to have an injec- 
tion every four hours. Under no circumstances 
should they be abruptly cut off from narcotics, but 
the dosage should be gradually reduced to approach 
homeopathic levels or even none. 

The duration of pain relief is variable. Some have 
complete relief for eight months or more, while 
some only for a few weeks. The usual duration of 


Fig. 3.—Position of patient for (left) block of left side 
and (right) bilateral block. 


relief is three to four months. An occasional patient 
will have no change in his pain pattern at all after 
the block. When this occurs, it usually means the 
alcohol did not reach the posterior root in sufficient 
concentration to interrupt impulses. In this case, 
the procedure should be repeated. It is a rare pa- 
tient who does not have some alteration of pain 
pattern under these circumstances. 

Complications are infrequent if the rate of injec- 
tion, position of the patient, site of puncture, and 
technique are carefully observed. Headache and 
meningismus are rare and when they do occur are 
quite self-limited. The two most serious complica- 
tions are those of muscle paralysis and bladder or 
rectal incontinence. The former is avoided if careful 
attention is paid to the position and rate of injection 
so that the alcohol is confined to the posterior root. 
Bladder incontinence, when it occurs, is usually 
transitory in nature and is handled easily with an 
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indwelling catheter for a few days. Occasionally, 
there is marked proprioceptive sensory loss in the 
lower extremity which results in difficulty in walk- 
ing. Again, this is a short-term loss and usually 
clears in seven to ten days. 


Clinical Results 


From June, 1956, to June, 1955, 106 patients re- 
ceived 174 subarachnoid alcohol blocks, with good 
results in 53 patients (50%), fair in 35 (33%), poor in 
11 (10%), and no result in 7 (7%). Pain relief has 
been classified as good when complete relief is 
noted; fair, relief but with continued occasional 
narcotic demand secondary to addiction; poor, less 
pain but narcotics still needed; and no result, no 
pain relief at all. 

In this group of 106 patients, there were only 
three complications of note. One was urinary in- 
continence, lasting four days, which necessitated 
the use of an indwelling Foley catheter. The other 
was a left deltoid muscle paralysis after a right 
subarachnoid alcohol block at the C-6 and C-7 in- 
terspace. This patient was known to have cerebral 
metastasis at the time, and death occurred two 
months after the procedure. The third was a para- 
plegia on the third day after a unilateral left block 
at the C-7 and T-1 interspace. This patient under- 
went a decompression laminectomy of T-1l to T-4 
inclusive and was found to have a massive extra- 
dural metastatic carcinoma. At the time of the 
block, the needle apparently caused enough trauma 
in passing through this tumor to cause hemorrhage 
into it, which gradually compressed the cord at that 
level. This patient died three weeks after laminec- 
tomy, and at autopsy metastatic disease was found 
throughout the mediastinum and paraspinal area 
from C-5 to T-7. In four other patients, there was 
marked proprioceptive loss in the ipsilateral ex- 
tremity. All of the latter cases resolved themselves 
without active treatment other than the patients’ 
initiative in moving around, 


Pathology 


Ten spinal cords were obtained at autopsy. The 
time after alcohol block varied from three days to 
nine months. There were six females and four 
males, ranging from § years to the upper 70's, and 
each was in the terminal phase of malignant dis- 
ease. In four instances four or more blocks had been 
done, while the remainder had a single procedure. 

Demyelinization of the posterior roots, either 
unilateral or bilateral, was by far the most constant 
and outstanding finding. In three instances, degen- 
eration of the axis cylinders was also encountered 
in the posterior root. Fusterior root ganglions near 
the injected level showed moderate swelling and 
chromatolysis. The associated posterior roots 
showed severe demyelinization (fig. 4). 
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Within the cord itself, the most regularly affected 
areas were the fasciculus dorsolateralis (Lissauer’s 
tract) and the posterior funiculus. The fasciculus 
dorsolateralis showed some degree of demyeliniza- 
tion in eight cases, while the posterior funiculus was 
involved in all but one. In many, the change was 
small and was represented by a narrow demvye- 
linated band in the lateral part of the cuneate 
fasciculus at the level of the injection only. In 
others, there was much more extensive demveliniza- 
tion occupying the entire thoracic column at the 
injection site and extending cephalad deviating 
medially in the cord. Below the site of injection, 
cells of Clarke's column were affected as were those 
of the posterior and lateral gray columns. 

In brief, the above findings were consistent in all 
the cords studied. In eight additional cords, these 
findings were also noted. A more complete and 
detailed report will be published elsewhere on this 
aspect of subarachnoid alcohol block. 


Comment 


Constant pain extracts a terrific toll, both physi- 
cally and emotionally, affecting not only the patient 
but those around him. The majority of patients in 
this study were physically incapable of withstand- 
ing another operative procedure or refused further 
operative intervention. In all cases, these patients 
had nothing to look forward to except a miserable, 
painful existence made somewhat easier by the lib- 
eral use of narcotics. 

The most difficult aspect of any procedure for 
relief of pain is the assessment of the results there- 
from. Patients with malignant disease not only are 
beset by physiopathological problems but also sus- 
tain a tremendous emotional upheaval as a result of 
the fact that they have a very serious disease which 
will probably be fatal to them. If these two facts 
are coupled with the overwhelming economic crises 
facing them in the course of their disease, it is not 
too difficult to see why they are unable clearly and 
rationally to evaluate discomfort relative to pain. 
These three factors, plus normal fluctuations in 
severity of pain, the difficulty of measuring pain 
accurately, and the inherent enthusiasm for the 
procedure in those attempting to alleviate pain 
make the degree of pain relief difficult to evaluate. 

By its very nature, cancer is prone to spread by 
both a contiguous and distant manner. This means 
that pain may come from many areas at once with 
one locale giving more severe pain than others. 
Also, it means that one source of pain may be suc- 
cessfully blocked while a few weeks later another 
metastatic focus may be the source of pain at that 
time. With this in mind, it follows that any purely 
scientific criteria for evaluation of this type of pain 
relief are probably not suitable. When relief was 
obtained with narcotics, morphine, meperidine 
(Demerol) hydrochloride, and similar drugs were 
used. Many patients who experienced pain relief 
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from the block needed analgesics, such as aspirin, 
a combination of acetophenetidin, aspirin, and 
caffeine (Empirin compound), and a_ preparation 
containing aspirin, aluminum glycinate, and mag- 
nesium carbonate (Bufferin), for complete comfort, 
while others who were receiving large doses of 
morphine or meperidine could receive dramatic 
reductions in dosage to one or two injections daily. 
The poor-result patients were those who had some 
alteration in pain pattern but who still needed a 
narcotic regularly, albeit in reduced amount, for 
comfort. 
Summary 


Subarachnoid alcohol block was performed in 
106 patients with intractable pain due to malignant 
disease. There was a definite change in severity of 
pain in $3% of the patients, with 50% obtaining 
complete relief and 33% partial relief. 

In 10 spinal cords examined at autopsy, the most 
constant finding was demvelinization of the pos- 
terior roots plus moderate swelling and chroma- 
tolvses of the posterior root ganglions. There were 
no complications of a lasting nature in anv of the 
106 patients in this series. Subarachnoid alcohol 
block is a worthwhile procedure in patients with in- 
tractable pain due to malignant disease. It is inex- 
pensive; it can be performed by any skilled or 
well-trained anesthesiologist or neurosurgeon; and 
in such hands there will be few complications. It 
appears that subarachnoid alcohol block deserves a 
place in the physician’s armamentarium in the con- 
stant war against the intractable pain of advanced 
malignant disease. 

M. D. Anderson Hospital (25 


— 


(Dr. Derrick). 
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H. Stephen Gallager, M.D., Department of Pathology, as- 
sisted in this study. 
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ICROBIOLOGICAL TERMINOLOGY.—All nomenclatural codes agree that 


the scientific name of a species is made up to two parts. 


.. The first 


component is a proper noun, in the singular number, which is the name of 


the genus in which the species is included. Botanists and bacteriologists agree that 
the second component is to be termed a specific epithet, but the zoologists have 
somewhat confused other biologists by their recent decision to call the second com- 
ponent the specific name. Why are other biologists confused? Because in bacteriology 
and botany the designations “species name” and “specific name” are synonymous. 
In zoology they are not, the specific epithet of the bacteriologist is the specific name 
of the zoologist. It should be clear that the specific epithet is not the name of a 
species, it is an explanatory word or phrase limiting the application of the generic 
name to a single species ... [An epithet] ... may be a single word which in some 
way defines or limits or modifies the meaning of the generic name or it may be a 
single phrase consisting of two or more words which together convey a single idea, 
but which do not separately modify the generic name. The codes of nomenclature 
specify clearly that a specific epithet may be one of three types: 1. An adjective 
(simple or compound) which directly modifies the generic name, and agrees with it 
in gender, number, and case. As Sarcina lutea, the yellow Sarcina. 2. A noun in the 
genitive modifying the generic name, It need not agree with the generic name in 
gender or number. As Escherichia coli, the Escherichia of the colon. 3. A noun in 
apposition with the generic name. It agrees in case with the generic name, but need 
not agree in gender. As Xanthomonas prunicola, Xanthomonas the plum dweller.— 
R. E. Buchanan, Microbiological Literacy, Bacteriological Reviews, September, 1958. 
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CLINICAL NOTES 


STOMATITIS AND PROCTITIS AS MANIFESTATIONS 
MEPROBAMATE IDIOSYNCRASY 


Jonas Brachfeld, M.D. 


E. Cooper Bell, M.D., Philadelphia 


The incidence of serious untoward reactions to 
meprobamate must be small in view of the wide- 
spread use of this drug. The following case is re- 
ported because it is believed to represent the first 
recorded instance of such a reaction to meproba- 
mate. Furthermore, it represents a rare type of 
reaction to any drug. 


Report of a Case 


A 5l-year-old woman was admitted on June 23, 1958, to 
Woman's Hospital, Philadelphia, because of a myocardial 
infarction. She was treated in the conventional manner with 
bed rest and bishydroxycoumarin (Dicumarol); in addition, 
her previous medication with chlorothiazide, 0.5 Gm. daily, 
and digoxin, 0.5 mg. daily, was continued. Pentobarbital was 
given nightly, but, starting on July 8, chloral hydrate was 
substituted. Because of continued restlessness during the 
day, as well as sleeplessness, therapy with meprobamate, 
400 mg. given four times a day, and secobarbital and 
phenobarbital given at bedtime was started on July 11. The 
patient received two tablets of meprobamate on that day, 
and the next morning she remarked vaguely to a house 
officer that she was “allergic to tranquilizers” and that her 
mouth felt sore. Meprobamate therapy was therefore dis- 
continued, but that with the other drugs was maintained. 
A few shallow ulcers were noted on her oral mucosa on 
July 11. By July 14, this had progressed to extensive slough- 
ing ulceration of the mucosa of inner cheeks, tongue, and 
palate. The patient complained of severe soreness of her 
mouth, to the point that she had difficulty swallowing liquids, 
as well as general malaise and severe itching and burning of 
the anal area. Her temperature rose to 100.4 F (38 C); she 
appeared acutely ill. Her cervical lymph nodes were swollen 
and tender. The dental consultant felt that the lesion was 
typical of necrotizing ulcerative (Vincent's) stomatitis but 
that acute moniliasis and herpetic stomatitis should be ruled 
out. 

On July 15, she noted one episode of frank anal bleeding 
(“about 2 teaspoons” of bright blood). She had no other 
gastrointestinal signs or symptoms. Because of her cardiac 
status, it was thought wise to postpone sigmoidoscopy and 
barium studies. 

At this point additional history revealed the nature of the 
patient’s previous meprobamate reactions. In July, 1957, she 
had been given meprobamate for the first time. She took a 
total of 400 mg. of meprobamate, and within 24 hours she 
had extensive blistering of mucosa of the lips and tongue, as 
well as severe itching and burning in the oral area. She was 
assured then that this was unrelated to the drug. Apparently 
syphilis was suspected, but darkfield examination and sero- 
logic testing gave negative results. In March, 1958, after 
ingestion of a single tablet of meprobamate, her mouth “felt 
severely swollen” but this gradually subsided. An extensive 
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and 


history failed to disclose stomatitis on any previous occasion, 
intolerance to other drugs (including barbiturates ) or foods, 
or any typical allergic symptomatology. 
In view of this history, cortisone acetate medication was 
started, 50 mg. by mouth every four hours. This was done 
with some trepidation lest an infectious process be aggravat- 
ed by this therapy. However, the patient improved markedly 
in 24 hours; her fever and adenopathy subsided. The ex- 
tensive ulcerations gradually improved in the ensuing days, 
during which time cortisone dosage was slowly tapered off 
and then discontinued. Therapy with the barbiturates and 
the cardiac drugs was continued during this whole period. 
Microscopic and darkfield examination of a mouth swab on 
July 14 were later reported as negative for fungi and Vin- 
cent’s organism, and only streptococci and staphylococci 

could be cultured from it. 
Comment 


The problem of meprobamate idiosyncrasy has 
been thoroughly reviewed recently by Charkes.’ 
He points out that about 1 patient in 200 may re- 
spond to an initial administration on meprobamate 
with an anaphylactoid response. In a series of 113 
cases of meprobamate idiosyncrasy that he col- 
lected from the literature, a cutaneous reaction ap- 
peared as early as 15 minutes or as late as one week 
after the initial dose. The rash was erythematous, 
maculopapular or urticarial, or a combination of 
these. Systemic symptoms were also present in a 
number of cases. Of eight reported skin tests (patch 
or scratch), six showed completely negative find- 
ings. A patch test also showed negative findings in 
our case. An oral mucosal test may be more in- 
formative, but it requires some experience for per- 
formance and interpretation.” A “latency” period, 
arbitrarily set at two weeks after the first dose, may 
serve to separate cases of true allergy from mere 
idiosyncrasy.' Antihistaminics have not resulted in 
dramatic relief in these conditions. Steroid therapy 
often has been helpful. In our case, steroid medica- 
tion produced marked relief from both the gen- 
eralized “toxicity” and local reaction. Levan ” states 
that the cutaneous reactions of meprobamate are 
characterized by (1) their early appearance (some- 
times as early as 15 minutes); (2) a severe ery- 
thematous rash, at times purpuric, tending to be 
particularly severe in the groin; and (3) associated 
marked weakness, faintness, and transient but re- 
current syncope. 
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To our knowledge, no case of meprobamate idio- 
syncrasy with mucocutaneous manifestations con- 
sisting solely of stomatitis and/or proctitis has been 
reported. This reaction must be extremely rare in 
view of the tremendous use of this drug. Two major 
manufacturers had no knowledge of such type ot 
reaction.’ In view of this rarity, local and other 
etiological factors should be carefully considered 
before a case of stomatitis or proctitis is attributed 
to the coincidental intake of meprobamate. On the 
other hand, Charkes' emphasizes that with the ad- 
ministration of a test dose the second reaction could 
be much more severe than the first. This was inad- 
vertently demonstrated in our case. If it is impera- 
tive to give such a test dose, no more than a small 
amount (50 mg.) should be tried. 
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Summary 

A case of stomatitis and proctitis developed on 
several occasions after administration of mepro- 
bamate. In the last instance the reaction was severe, 
progressed in spite of withdrawal of the drug, and 
responded to cortisone therapy. 

255 8. 17th St. (3) (Dr. Brachfeld). 
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BUCCAL AND SUBLINGUAL ADMINISTRATION OF 
HEPARIN POTASSIUM (CLARIN) 


STUDIES OF PLASMA TRIGLYCERIDE LIPOLYSIS AND HEPARIN LEVELS 


Hyman Engelberg, M.D., Los Angeles V 


The discovery of the clearing of alimentary 
lipemia after the injection of heparin’ and_ the 
demonstration of long-term efficacy of intermittent, 
parental administration of heparin in reducing the 
anticipated mortality of elderly patients with severe 
coronary atherosclerotic disease ~ aroused interest 
in the possible role of this physiological substance 
in fat transport and in its use as prophylactic 
therapy in hyperlipemic and hypercholesterolemic 
states. If heparin were effective by mouth, it would 
probably be the drug of choice in all patients with 
clinically diagnosed atherosclerosis. Therefore, the 
original report’ of the absorption of sublingually 
given heparin attracted widespread attention. Un- 
fortunately, these findings were not confirmed. Sub- 
sequently, Italian authors reported a 20% absorp- 
tion of buccally given heparin with an effect on 
lipoproteins but not on coagulation.” Recently, clari- 
fication of postprandial lipemia after the use of 
heparin potassium tablets was demonstrated as an 
exhibit,” and the product used (Clarin Linguets ) 
has been subsequently released on the market. 

The use of serum optical density levels as an 
index of the rate of removal of fats trom the blood 
stream after standard fat meals affords suggestive 
but not conclusive results, since variations in intesti- 
nal absorption may affect the findings, and optical 
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density may decrease without a concomitant re- 
duction of the lipid content of the plasma. More- 
over, When medicaments are given which may con- 
tain mucinous substances, the measurement. of 
lipemia by optical techniques is entirely inadequate. 
since mucins may clear lipemic plasma through 
physical effects without fat lipolysis or fat removal 
taking place.’ Accordingly, the experiments  re- 
ported in this communication were designed to 
avoid these pitfalls by evaluating triglyceride 
lipolytic activity in vitro and by measuring plasma 
heparin potassium content directly before and after 
use of the drug. 
Method of Study 

Twenty-one subjects were studied. Blood was 
drawn in the fasting state and 45-60 minutes after 
the buccal or sublingual administration of the 
heparin potassium tablet, containing 1,500 units 
of heparin potassium (when it was almost all dis- 
solved). In several instances a third blood sample 
was taken one hour later. Fasting blood was used 
since it has been shown that after heparin is given 
the lipemia clearing factor (lipoprotein lipase) is in- 
activated during the fat-splitting process.” There- 
fore, if neutral fat had been available as substrate 
in the blood, and in vivo lipolysis consequently oc- 
curred, small amounts of enzyme activity after 
administration of heparin could be missed by in 
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vitro techniques. In nine subjects, a small dose ot 
heparin was given intravenously after the second 
blood sample was taken and blood was again with- 
drawn in 10 minutes. Oxalated plasma was 
separated in a refrigerated centrifuge and lipemia 
clearing and lipolytic activity immediately deter- 
mined with use of coconut oil and ultracentrifugally 
separated human low-density lipoproteins as fat 
substrates, according to previously described tech- 
niques.’ In 13 subjects the plasma heparin potas- 
sium content was extracted and measured '” betore 
and after heparin potassium administration. The 
Lee-White method of determining clotting time 
was used on all blood samples. 


Results 


The results of the plasma lipemia clearing and 
lipolytic activity studies are shown in table 1. It 
is apparent that triglyceride splitting with release 
of fatty acids may occur without any evidence of 
clearing of coconut oil substrates. Therefore, the 
most sensitive and significant findings are shown 
in the last column of the table. In five subjects 
(cases 1, 2, 3, 7, and 13) there was evidence of 
more lipoprotein lipase activity after the heparin 
potassium administration than betore, although in 
only three of the five was it of substantial propor- 
tions. In all seven subjects given 2-16 mg. of 
heparin potassium intravenously and in one of 
two given 1 mg. intravenously, increased clearing 
and lipolytic activity occurred. The next to the 
last column is included since it was possible that 
lipolysis occurred in the test tube as soon as lipo- 
proteins were added and that it therefore might 
not be found during the one-hour incubation pe- 
riod. Thus, the substantially increased control 
fatty acids after the drug was given in the patients 
in cases 4, 10, 11, and 15 may indicate the presence 
of postadministration enzyme, although this is not 
certain. In summary, there was definite evidence 
of heparin potassium absorption and consequent 
substantial fat-splitting activity in three subjects 
and possible trace activity in six others after use of 
the tablets. It is of interest to point out that the pa- 
tient in case 16 shows a clear example of nonlipo- 
lytic clearing and that the increased clearing with- 
out increased fat-splitting seen in the patients in 
cases 12 and 19 after the drug was given may rep- 
resent the same phenomenon. 

Table 2 presents the results of the heparin potas- 
sium assays in 13 subjects. The method has a 
+ 15% deviation from the mean. Thus, there is 
definite evidence of heparin absorption only in the 
patient in case 7. In contrast, the marked increase 
in the patient in case 21 after 2 mg. of heparin 
potassium was given intravenously is obvious. It 
is apparent that the method is not. sufficiently 
discriminating to measure the small amount of 
heparin that must have been absorbed in the pa- 
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tients in cases 1 and 3, although the increase was 
shown in that in case 7. Nevertheless, since 2 mg. 
(200 units) given intravenously resulted in a 50% 


elevation (5.5 units %) in the circulating heparin 


TABLE 1.—Fasting Plasma Optical Density, Lipemia Clearing 
and Lipolytic Activity, and Free Fatty Acid Before Incu- 
bation, Before and After Sublingual and Intravenous 
Administration of Heparin Potassium 

Plasma 
Control Lipolytie 
Lipeimia Free Activity, 
Clearing Fatty Maximum 
\ectin ity, Acids Rate of 


Mai (Plasina Free Fatty 
mun plus Acid 
Plastinina Rate of Added Release, 
(use Ave, Fasting Optical Clearing Lipopro- mEq./ Li- 
nO: Bex Blood Sample Density per Hr teins) ter/ Hr.t 
1 Control 1.9 0.3 
After tablet 0.08 0) 4) 20) 
2 M Control 1.2 
After tablet 1.2 1.4 
After tablet 0.03 () 2.3 1.2 
M Control 0.02 () 
After tablet 2.3 0 
M Control O04 0 11 0”? 
Atter tablet 0.04 1.1 0.2 
M Control 1.1 Os 
Atter tablet O04 ] 1.1 
F Control 1.05 0 
Aiter tabiet 1.6 14 
62 M Control 0.03 1.7 
After tablet 0.03 1.7 0 
M Control 0.04 ) 1.4 
Atter tablet O04 14 
Control 0.02 Is 0.4 
After tablet 0.03 ] 
1] F Control O07 25 0 
After tablet 0.08 0 3.1 0 
12 24 F Control 0.04 2 14 
After tablet 0.04 1.4 04 
13 M Control 0.05 14 0.1 
Atter tablet 0.05 14 0.4 
After 13 mg. 0.05 42 2.2 9.2 
M Control 6 16 
After tablet 0.05 1.6 0 
After 13mg. 1.V. 0.04 3.1 6.0 
lo M Control 0.03 0 11 O4 
After tablet 0.08 20 O4 
Os F Control Is 
After tablet 0.04 Is 0 
After 2 mg. 1.V. 0.08 Is 1 O4 
ly 32 F Control 0.08 0 1.3 0 
Atter tablet 0.08 1.5 0 
Atter 2 mg. 1.V. 0.03 1? 
Is 17 Control O05 1.3 0 
After tablet 14 0 1.3 0 
After 2 ng. I.V. 12 2.3 
") M Control 1.0 0 
After tablet O04 10 0 
Aiter 1 mg.I.V. 0.08 1.0 
20 21 M Control OM Is 1.1 0 
Alter tablet O04 Is 0 
After 1 mg. L.V. Is 0 
2] 32 F Control as 0 
Atter tablet 0.02 0 
After 2 ing. I.V. 0.02 1.9 14 


Measured in Coleman Jr, speectrophotometer at 700 ing every 10 min 
lites tor one hour at 25 ©.; mil. Of plasma ml. of 1% eoeonut 
oil CEdiol). 

mil. of plasma 1.0 of ml. human low-density lipoproteins ineu- 
hated at 37 C for one hour; aliquots analyzed every 15 minutes 


potassium level, it would appear that less than 100 
units (of the 1,500 units in the tablet) was present 


in the blood at the height of tablet’s dissolution 
even in patients who showed lipolytic activity. 
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The results of the clotting time determinations are 
not shown, as no definite anticoagulant activity 
was found after administration of the heparin 
potassium tablets. 


Comment 


In view of the difference between the findings 
in the present study and those previously pre- 
sented,” it is worthwhile to discuss possible 
criticisms of these experiments and the in vitro 
technique used. It may be argued that the effect 
of sublingually given heparin is delayed in some 
manner. However, it is reasonable to believe that 
absorption would be maximal when the tablet was 
fully dissolved. Furthermore, although the results 
were not shown in the table, in several instances a 
third blood sample was also taken one hour after the 
tablet had melted. The results were no different 
than in the first post-tablet test. Furthermore, it 


Tasie 2.—Fasting Plasma Heparin Potassium Levels 
Before and After Administration of Tablets 


Heparin, Units %* 


Case No. Control Tabiet 


“Average of duplicate determination 
+Level was 17 units % after intravenous administration of 2 mg. of 
heparin potassium. 


is possible that ultracentrifugally separated low- 
density lipoproteins are not as easily acted on by 
the postadministration factor as natural in vivo 
chylomicrons. However, the same_ lipoproteins 
were rapidly split by blood plasma drawn after 
2 mg. of heparin was injected intravenously, thus 
proving their adequacy as a fat substrate. It thus 
is more likely that the discrepancy in the results 
is due either to the nonlipolytic fat-clearing action 
of other mucinous polysaccharides '’ or to the 
failure of the original investigator of heparin potas- 
sium ° to use placebo tablets in his control observa- 
tions. The tablets were composed of crude heparin, 
not highly refined, and probably contained mucins 
similar to heparin in basic structure. The failure 
of larger doses of sublingually given heparin to 
enhance the lipemia-clearing effect '* or to result 
in any anticoagulant activity is further evidence 
against any substantial absorption by this route. 
It has been shown that, except for minimal doses 
below 3 mg., there is no support for the view that 


HEPARIN POTASSJUM—ENGELBERG 


J.A.M.A., March 21, 1959 


the amount of heparin required to influence the 
clotting mechanism is greater than that required 
for lipemia clearing." 

Heparin potassium, in the present study, was 
absorbed in doses large enough to produce sub- 
stantial amounts of fat-splitting enzyme in only 
3 of 21 patients—possibly trace amounts in another 
6 subjects. In 12 of the 21 there was no evidence 
that heparin potassium had penetrated the mucosal 
barrier. Thus, from the practical standpoint, this 
route of heparin administration is uncertain and 
inadequate. Even if 20% of buccally given heparin 
were absorbed, as has been stated,’ this mode of 
administration would be extremely wasteful. Fur- 
thermore, it is a long step from the clinically 
demonstrated beneficial effects of large doses of 
injected heparin in severe atherosclerotic disease * 
to the unproved virtues of minimal lipemia clearing. 


Summary 


The effect of heparin potassium tablets (Clarin 
Linguets) has been evaluated in 21 subjects by in 
vitro measurements of lipolytic activity and by 
determination of plasma heparin potassium levels. 
In 3 subjects there was moderate absorption of 
the heparin potassium, in 6 possibly trace absorp- 
tion, and in 12 no evidence of absorption of buc- 
cally given heparin potassium. These results 
indicate that orally given heparin potassium tab- 
lets are ineffective in 85% (18 of 21) of patients and 
that parenterally given heparin should be used 
when this type of therapy is indicated in patients 
with atherosclerotic disease. 

9730 Wilshire Blvd., Beverly Hills, Calif. 

This study was supported by a grant from Thos. Leeming 
& Co., Inc., New York. 

The human lipoprotein used in this study was supplied 


through D. Spector, Institute of Medical Physics, Belmont, 
Calif. 
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ASPIRATION OF AMNIOTIC FLUID OF THE PERINATE 


NEW CONCEPT OF AN OLD DISEASE 


Robert P. Barnett, M.D., Spokane, Wash. 


Obstetrics has advanced to the point where the 
maternal mortality is less than 1%. It is both amaz- 
ing and shameful to find an unchanged perinatal 
morbidity and mortality during the first 7 davs of 
life in the last four decades. 

Most of the literature on atelectasis and hyaline 
membrane disease in the perinatal period is con- 
cerned with the secondary chemical causation. 
Just as much is concerned with treatment of 
lung pathology, cardiac failure, elevated pCO. 
levels, anoxemia, and cerebral anoxia of an elec- 
tive section of the premature infant and the infant 
of a diabetic mother.’ Very little information has 
been offered concerning primary mechanical eti- 
ology and its immediate treatment. 

At the risk of being practical, | believe the realist 
has the proper answer. How can one hope to by- 
pass with oxvgen the alveoli and/or bronchi and 
bronchioles two hours or later after birth? Treat- 
ment should be directed to the immediate care 
of the perinate (infant at birth)—not two or more 
hours later. By that time the amniotic fuid is well 
fixed in the alveolar walls and the bronchial tree. 

In the full-term baby delivered by section, when 
the mother has had no labor, it is possible to 
aspirate from the stomach and tracheobronchial 
tree from 30 to 60 ce. of amniotic fluid with a 
soft rubber catheter. It is interesting to note that, 
from the average full-term infant delivered per 
vaginum, approximately 5 to 15 cc. of amniotic 
fluid can be obtained in the same way. 

Therefore, the first recommendation to reduce 
morbidity and mortality in the perinate would be 
routine aspiration of the stomach contents with 
intermittent compression of the abdomen. A. soft 


From the Pediatric Service, St. Luke’s Hospital. 


rubber catheter introduced two or three times will 
suffice. Tracheobronchial aspiration should not be 
considered routine but should be left in the hands 
of those who are experienced. 

A simple method used by many physicians is 
recommended and can be described as follows: 
While awaiting placental expulsion and after gas- 
tric aspiration, the physician can introduce an in- 
fant laryngoscope into the oropharynx and gently 
lift the epiglottis. Then, with exposure of the 
trachea, the soft rubber catheter can be placed 
in the hypopharynx and a nurse can apply gentle 
artificial respiration on the anterior chest wall 
while the physician aspirates the amniotic Muid 
as it presents itself in the hypopharynx and the 
trachea. This is especially applicable to the pre- 
mature infant because of injury to the trachea, 
even with a soft rubber catheter, and the time 
consumed by tracheobronchial aspiration in these 
weak infants. 

The second recommendation, and | believe an 
imperative one, is that the infant, during the peri- 
natal period (15 days), should be in the supine 
position only when the diapers are changed and 
in a few other exceptional cases—all should be 
done under close observation. This is particularly 
true during the first 3 days of life. In the nursery 
for newborn infants, thousands of times physicians 
and nurses have “just accidentally” seen an infant 
cvanotic and gasping while lving in the supine 
position. It should be mandatory that all infants 
be changed from side to side and to prone posi- 
tions frequently. This also applies to the premature 
infants who appear to tolerate the prone position. 

In a moribund perinate the head up or head 
down position in the nursery can be considered 
dangerous. There is great risk of the head falling 
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on the anterior chest wall and occluding the air- 
way. However, in the healthy full-term baby, head 
up or head down positions should be left to the 
discretion of the individual physician. 

Elective section mortality remains at 5 to 10% 
over the United States and has not been altered in 
the past 10 vears. The incidence of cerebral palsv 
due to anoxemia and cerebral anoxia remains 
unchanged. 

We will find that the primary mechanical eti- 
ology of aspiration of amniotic fluid in the new- 
born infant should receive prompt attention and 
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treatment, instead of treatment of the secondary 
complications. This late treatment will only serve 
to continue the present situation. 

With these simple delivery room and_ nursery 
techniques, carried out as a routine, we can re- 
duce the infant morbidity and/or mortality by 50% 
in any of our general hospitals. 

512 Medical Center Bldg. 
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RESPIRATOR TRACHEOTOMY TUBE 


William J. Loeb, M.D., Cleveland 


Any general hospital treats patients who require 
respiratory assistance for reasons ranging from in- 
tracranial disease or injury with central respiratory 
depression, excessive drug intake, thoracic injury, 
or pulmonary insufficiency to unidentifiable causes. 
The problem involved is not one of mechanical 
airway improvement alone but also one of insuffi- 
cient central respiratory stimulus. In coping with 


Top, component parts of tracheotomy tube. Bottom, as- 
sembled tube and fittings. 


this problem a modified tracheotomy tube has been 
in use which in my experience has provided added 
control of respiratory exchange to tide the patient 
over a critical period until he can resume adequate 
respiration without assistance. 


From the Department of Oxygen and ‘Inhalation Therapy, Mt. Sinai 
Hospital. 


The use of a respirator with the familiar naso- 
oral mask is difficult because it precludes airway 
aspiration. Tracheotomy alone may not be enough 
because artificial respiratory control cannot be well 
maintained unless a closed system is provided. The 
tube which we have used (see fig.) consists of a 
cane-shaped tracheotomy tube made % in. (0.96 
cm.) shorter than standard. The inner cannula is 
provided with a %s in. extension beyond the base 
plate. To this a fairly stiff rubber tube is connected, 
at the other end of which a standard slip fitting is 
provided. This may be connected with a respirator. 
An inflatable rubber cuff (see figure) as is used in 
anesthesia is placed around the outer cannula. 
Inflation of this provides an airway which is 
completely under 
leaks. 

The flexibility of the tube placed between the 
inner cannula and the slip fitting permits some 
motion by the patient without disconnecting the 
slip joint from the respirator. Hitherto it has been 
difficult to use the respirator connected directly to 
the tracheotomy tube but this inner cannula and 
flexible tube may be quickly removed for tracheal 
suction and replaced without loss of significant 
respiratory exchange. 


respirator control, avoiding 


These tubes, in sizes 1 through 7, have been 
used successfully at Mt. Sinai Hospital. There has 
been minimal irritation of the trachea, even in pa- 
tients who are conscious. 


10300 Carnegie Ave. (6). 
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® Research and Specialism 


® Doctor to Doctor Via FM 
© Working with Engineers 


® New Kind of Homemaker 


View of a session at last month’s Annual Congress on Medical Education and 
Licensure, attended in Chicago by more than 1,000 physicians and other inter- 
ested registrants. In scene above, Dr. William H. Hubbard Jr. of New York 
University College of Medicine discusses “The Role of Research in the Edu- 
cation of All Physicians.” 


Careers in Health 


Are there any budding orthoptic 
technicians among the students in 
your local high school? Probably 
not—a career as an orthoptic tech- 
nician is so new that few have 
heard of it. This is one of the 
reasons that recently led the Con- 
necticut State Medical Society to 
inaugurate “Connecticut Health Ca- 
reers. 

Aided by its Woman’s Auxiliary 
and other health organizations, the 
society s program is designed to 
acquaint high school students with 
career Opportunities growing out of 
advances in medical research, hos- 
pital practice, and patient care. 

The nucleus of the program was 
the Auxiliary’s past efforts ad- 
vancing nursing as a career. When 
the current project was begun last 
fall on an experimental basis in a 
few schools, it showed such promise 
that it is now being activated on a 
statewide basis. It covers as many 
as 50 career occupations. Speakers, 
films, field trips to hospitals and 
laboratories, and a variety of pub- 
lications are ingredients of the pro- 
gram. 

Cooperating groups include the 
Connecticut Hospital Association, 
the Connecticut League for Nurs- 
ing, the Connecticut Society of 
Pathologists, the American Registry 
of Technicians, the Connecticut 
Public Health Association, and the 
A. M 

Dr. Harry C. Knight, chairman 
of the Society's committee to de- 
velop the project, is enthusiastic 
about early results. He said: “We 
have found a welcome interest, and 
the future looks bright.” 


® Relative Value Studies 
® Lawyers Discuss Doctors 
‘To Find Fault with Ourselves 


Stethoscope on Specialism and 
Research in Medical Education 


We are gathered here today to find fault with ourselves in order to 
strengthen our education by correcting our weaknesses. . 


Modern specialization, fostering security in a tight little compartment, 
has reduced the scientist to a role without individuality. . . . 


The practicing physician has a magnificent opportunity and duty to 
observe patients and add to the fundamentals of our knowledge of disease. 
This is also truly “research.” ... 


Some students may see in medicine a highly lucrative career and yearn 
only for the diploma as a certificate of a gilt-edged credit rating. These 
are not likely to be really educated by any method and it is best that 
they be denied admission to medical training. . 


Those statements are a sampling of the combined provocative- 
ness-introspection-experience-learnedness atmosphere which sur- 
rounded 1,048 participants at last month's 55th Annual Congress on 
Medical Education and Licensure. No holds were barred as several 
score speakers and workshop conferees prominent in and related to 
medicine and education sailed into broad phases and intense im- 
pacts of specialism and research. The place and perspective of 
research and specialism in the education and practice of medicine 
formed the motif of this year's Congress. 

The Congress, Feb. 7-10 in Chicago, was sponsored by the 
A. M. A. Council on Medical Education and Hospitals in co- 
operation with the Association of American Medical Colleges, the 
Federation of State Medical Boards of the United States, and the 
Advisory Board for Medical Specialties. A highlight of the meeting 
was a three-point stimulus, suggested by A. M. A. President Gun- 
nar Gundersen, “to insure” that all practicing physicians regularly 
keep abreast of important developments in medicine. He recom- 
mended that: 

—Medical license holders be required to reguiarly participate in 
acceptable postgraduate programs. 

—Holders of medical licenses be required 2t intervals to demon- 
strate, through reexamination, their retention of important basic 
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knowledge and competencies, and their awareness 
of significant advances in medicine. 

—Reexamination and/or postgraduate education 
be required “for continuing membership in organ- 
ized medicine, specialty and other medical organi- 
zations. 

“Tam not at all certain which of these methods 
is best,” said Dr. Gundersen. “The first [reexam- 
ination] would produce the quickest results, but 
there is no assurance it is best. This is a matter for 
careful study ... not in 1965 or 1975 or some later 
date. The public and profession must be assured 
now of the high standards and qualifications of 
physicians.” Dr. Gundersen also brought out these 
points: 

Medical men must work cooperatively with 
others or have others superimpose a way of medical 
lite that mav give medicine little voice. 

There is a need for the extension of a uniform 
policy of endorsement or reciprocity of medical 
licenses. 

Medical educators and others should explore the 
feasibility and desirability of requiring at least two 
vears of approved hospital training after medical 
school (“one year is not adequate preparation’ ) 
before being eligible for full licensure. 

Following are excerpts trom other presentations: 


EDUCATION’S SCOPE AND SPAN— 

The introduction of the longer hospital period of training 
plus the requirements of military service after graduation 
have intensified the challenge to reduce the long span ot 
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professional education. The most satisfactory solution may be 
not to interfere with the medical course per se, which is 
currently undergoing intensive revisions and improvements, 
but to strengthen and vitalize the period of secondary and 
college education. 
—Willard C. Rappleye, M.D., President, 
Josiah Macy Jr. Foundation 


For a long time the vacuum represented by the high school 
will remain a heavy drag on medical education. For all 
practical purposes the three to four years in college only 
enable medical students to obtain knowledge which should 
have been obtained in a high school of good standing. . . 
The medical student of today should be educated not only 
tor the year 1959 but also tor the four following decades, 
because he will probably still practice medicine in the year 
2000. The knowledge of today will be ridiculous in 40 years. 

—Isidore Snapper, M.D., Beth-E] 
Hospital, Brooklyn, N. Y. 


If you are five years behind in your thinking now, you 
are more out of date than vour fathers would have been if 
they were 25 to 50 vears behind in their thinking. You have 
to run faster and faster to stand still... . We can stockpile 
medical supplies and equipment. We cannot stockpile doc- 
tors. That is why strong programs of medical education are 
so vitally necessary. 

—John S. Patterson, Deputy Director, 
Office of Civil and Detense Mobilization 


LIMITS AND EXPANSE OF SPECIALISM— 


One of the lasting tributes to the genius of the great 
classic figures in medical science is the ingenuity they dis- 
plaved for inventing not only new techniques but often whole 
new concepts in fields quite outside their own. But the 
climate has changed. The solution (of a problem at hand) 
would seem now to be as simple as adding one more 
“specialist” and congratulating oneself that the approach is 


This Matter of Resident Pay . . . 


There were four workshop conferences in conjunction with the Annual Congress on Medical Educa- 
tion and Licensure last month and not one was scheduled to look into the economic problems of resi- 
dents. Yet, these very problems popped up at three of the sessions, and were duly noted. 

One summary report stated: “It was agreed that residents are underpaid and that some had _ to 
work out of hours for pay to support wife and family.” Another noted: “There is no doubt that many 
who wish to continue residency training are unable to do so because of financial handicaps and are un- 
able to borrow.” And, according to a third workshop summation: “Young men and women in residencies 
should be looked upon as graduate students and their economic needs should be met from that point 
of view rather than from the point of view of their contributions to hospital service.” 

Discussions were not all in that vein, however. A participant on one panel, Columbia University Soci- 
ologist Patricia Kendall, told of her findings on medical student attitudes: “The quality of teaching 
was by far the most important consideration that led them to choose a particular hospital for their 
internship and residency. Salary ranked very low in their stated considerations.” 

Another workshop group agreed that whatever the source or amount of resident pay “it is perhaps 
forgotten that in one way or another the cost is ultimately passed on to the patient.” When the question 
was raised whether high compensation would help or hurt, the conferees said they detected some feel- 
ing that “too high levels of payment might lead to undue prolongation of periods of resident training.” 
A physician on that panel said, “In my day, as residents, we felt we were lucky to get what we got. 
Our babies were our own responsibility and not the community’s. Residents should have enough to 
live but demands need not be met in toto.” 

Two other physicians felt that the problem was indeed serious but not being portrayed in proper 
perspective. They reported: “Although salary is not usually the major inducement for choosing a par- 
ticular residency, lack of adequate funds often requires the resident to make compromises in his career 
plans. And these compromises frequently limit his potential development.” 
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One of four workshop conferences in session during 
Annual Congress. This one discussed “The Specialty Board.” 


“modern” because it shows evidence of “multidisciplinary 


integration.” —S. Marsh Tenney, M.D., Dartmouth 
Medical School 


Only by concentrated, competent, and enlightened attack 
at numerous limited areas as they open up to us as we con- 
tinue investigation can we ever hope to begin to understand 
the whole. By this token one can confidently predict that 
true specialism in science will continue to survive and 
multiply. —Paul M. Gross, Ph.D., Vice-President, 

Duke University 


Specialism is in effect threatened by its own technological 
instrumentation. | cannot envision automation taking over 
the surgeon’s work, but it may well take over that of the 
anesthetist. —lago Galdston, M1.D., New York 

Academy of Medicine 


Only when specialization is premature, or is disassociated 
out of context with the whole, does it have an adverse eflect. 
This is as true of the mechanic who tightens one bolt on an 
assembly line as it is of the doctor who gazes into only one 
orifice of the body. 

—Herman Pearse, M.D., University of 
Rochester School of Medicine and 
Dentistry 


Now and again the medical profession will single out a 
general practitioner toward the close of an honorable career 
and give him public honors, but there is something senti- 
mental and nostalgic about this gesture. It is as though there 
had been introduced the practice of honoring the knight of 
the year during the late middle ages after the invention of 
gunpowder and firearms. . The important consideration 
is the way in which the specialty is taught. All too often the 
approach is too restricted. It is too often directed toward 
producing the clever technician and not the educated expert. 
What I suggest is that the proper human use of a specialty 
should be approached as a function not simply of the physi- 
cian as a good man but of the specialist as a good physician. 

—Moody E. Prior, Ph.D., Dean, North- 


western University Graduate School 


RESEARCH—MOTIVE AND PRACTICE— 


Every student has his own set of motivations. Some may 
see in medicine a highly lucrative career. Some may be 


highly motivated by a desire for service. A third group 
might include those who marvel at the wonder of nature that 
is man and want, more than anything, to understand more 
and more about this creature—it undoubtedly will be one of 
them who will help unravel the mystery of cancer, help us 
stem the deterioration of aging, help reverse the trend in 
mental illness. Their satisfaction is not in direct service but 
in indirect service. 
—Conrad A. Elvehjem, Ph.D., President, 
University of Wisconsin 


Research has been described in many ways. I like a recent 
definition of Bernard Greenberg's, “a burning yearning for 
learning.” If the first letter of the last word is omitted, one 
sees clearly the common motive for violation of the essence 
of research. Too often research studies become the legal 
tender of academic life. 

—Nathan A. Womack, M.D., University of 
North Carolina School of Medicine 


SOCIOECONOMICS— 


Medical insurance has had a catastrophic effect on resi- 
dency training in surgery. In most universitv-owned teaching 
hospitals and in most private hospitals, insurance has con- 
verted the clinic into private patients. The straight- 
forward approach is to have the residents licensed to prac- 
tice, and approved for the care of insurance patients. If a fee 
is involved it is accredited to the surgical staff, who should 
act as trustees of such funds. Unless something is done the 
public will become the unsuspecting subjects of inadequately 
trained surgeons. We must find a way to retain the benefits 
both of medical insurance and of the residency system of 
training. —Herman Pearse, M.D. 


Although many of our future interns have only modest 
means and are at the same time burdened by financial 
obligations, they clearly prefer the hospitals which offer a 
poorly paid internship with a well-integrated teaching pro- 
gram, and shun the hospitals where there are higher emolu- 
ments but where they will be abused as scribblers of medical 
charts. —Isidore Snapper, M.D. 

The changing social character of the student is probably 
responsible in part for the change in the attractiveness which 
medicine holds for him. If we fail to attract into medicine 
an adequate number of topnotch students who can acquire 
and use the broader and deeper understanding of basic 
biology and behavioral sciences in the care of patients, our 
educational program will of necessity have to lower its goals 
to fit the students with which it is provided. 

—John A. D. Cooper, M.D., Northwestern 
University Medical School 


Selected full texis of presentations at the Con- 
gress will be published in future issues of THE 
JOURNAL. 


The Council on Medical Education and Hospitals is 
headed by Dr. Leland S. McKittrick of Brookline, 
Mass. Other members are Drs. W. Clarke Wescoe of 
Kansas City, Kan.; John Z. Bowers of Madison, Wis.; 
James M. Faulkner of Cambridge, Mass.; Warde B. 
Allan of Baltimore; John W. Cline of San Francisco; 
Harlan English of Danville, Ill.; Charles T. Stone Sr. 
of Galveston, Texas; Guy A. Caldwell of New Orleans; 
and W. Andrew Bunten of Cheyenne, Wyo. The 
Council Secretary in Chicago is Dr. Walter S. Wiggins. 
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Education Via FM Radio 


Neither Weather Nor Work Keeps 
These Doctors from Their Studies 


Richard P. Pratt 


The temperature hovered in the mid-twenties 
and there was snow on the ground when nearly 100 
physicians of New York’s Hudson River Vallev met 
at noon to hear a postgraduate medical conference 
on the treatment of acute vascular catastrophes. 

Drs. Samuel Powers. professor of experimental 
surgery. and G. Rhemi Denton. assistant professor 
of surgery, spoke for 20 minutes and answered 
questions in an informal atmosphere. A mild note 
of humor was injected when one participant asked 
Dr. Powers to identify the ingredients of a “cock- 
tail” sometimes given intravenously in cases of 
pulmonary infarct. 

The session might have been indistinguishable 
from hundreds of other postgraduate offerings had 
it not been for one factor: the hour-long program 
was conducted entirely via a two-way FM (fre- 
quency modulation) radio system operated by the 
Albany Medical College. The faculty spoke not 
from behind a lectern, but in front of a microphone. 
Members of the audience were not forced to travel 
great distances to attend; participants listened— 
and asked their questions—from comfortable meet- 
ing rooms in eight New York hospitals, and some 
even managed to eat lunch during the period. All 
were able to return to their duties at one o'clock. 

By means of this system, eastern New York state 
physicians have been keeping abreast of medical 
progress through the most natural medium, their 
medical school. 

Postgraduate medical education by radio is the 


offspring of Dr. Frank M. Woolsey Jr., 


associate 


dean and director of postgraduate education at 
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Albany. An amateur radio operator by avocation, 
Dr. Woolsey saw a chance to combine that interest 
with medicine when he came to Albany in 1954. 
The first network consisted of the medical school 
and three hospitals which happened to own ama- 
teur-operated transmitting and receiving equip- 
ment. When Dr. Woolsey switched his operations 
from short-wave to a noncommercial and relatively 
static-free FM frequency a little more than a vear 
ago, his group had grown to include 21 hospitals 
with more than 75 amateur operators donating 
their time. 


Outside Financial Aid 


The work has been partly financed by grants 
from the Rockefeller Foundation which gave Al- 
bany $4,000 to begin its operations. and $90,000 
for additional experimentation atter its initial suc- 
cess. The current series is being sponsored in part 
by a grant-in-aid from E. R. Squibb & Sons. The 
basic plan is simple: Three times each week from 
November to May, two or three members of the 
Albany faculty go on the air with a 20-minute dis- 
cussion of a subject chosen by a small committee 
of the medical college faculty. Ready and waiting 
at their own hospitals are physicians who have at 
their disposal transmitting and receiving equip- 
ment. As the faculty presentation ends, moderators 
transmit physicians’ queries on specific points to 
the home. station. Since there are usually eight 
hospitals participating in any given broadcast, they 
offer questions—two at a time—in rotation. Usually 
two complete circuits are made of the participating 
groups. Each hospital hears the questions asked by 
the other physicians and the answers broadcast by 
the faculty. Two similar broadcasts on the same 
topic are held during the same week to service the 
other hospitals on the network. 

Dr. Woolsey’ conferences have one big factor 
in their favor: they bring postgraduate education 
to the physician's doorstep, and thereby save him 
time, money, and effort. The fact that the doctor 
need give up nothing but his lunch hour probably 
accounts for some of their popularity. 

But is it a satisfactory teaching method, this 
airwave classroom contact? Figures compiled for 
the first two years of operation show nearly 95° of 
the participating physicians rated the offerings 


From Doctor to Doctor . 


Left, faculty at Albany Medical College confer with staff 
of 23 hospitals via two-way FM radio. Clockwise from lower 
left are Harold C. Wiggers, Ph.D., dean; Albert Fredette. 
station manager; Miss Jeanne Roper, secretary; Dr. Frank 
M. Woolsey Jr., associate dean and director of postgraduate 
education; and Dr. William P. Nelson ILL, assistant dean and 
assistant director of postgraduate education. 
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Wires and Wave Lengths 


The use of two-way FM radio by the Albany 
Medical College is only one example of the pro- 
fession’s interest in electronic devices as aids in 
continuing medical education. Others include: 

—Transatlantic telephone conferences between 
physicians in the U. S. and Great Britain at re- 
cent A. M. A. Annual and Clinical Meetings. 

—Closed circuit color telecasts of surgical pro- 
cedures and hospital rounds during the same 
meetings and in between, produced by pharma- 
ceutical firms in cooperation with the A. M. A. 

—A proposed open circuit series of telecasts on 
medical topics now being negotiated by a major 
broadcasting company and a pharmaceutical firm. 

—A private circuit FM operation to carry news 
of medical advances and other postgraduate edu- 
cational offerings to doctors’ offices being planned 
now by another major network. 


either “excellent” or “good” on opinion cards sub- 
mitted after each session. 


Other Schools Show Interest 


Dr. Woolsey is a reluctant proselytizer for his 
new method. He says: “I do not want other schools 
to feel that they are being shoved in any way 
toward the possible development of two-way radio 
conference networks.” But many of them have 
needed very little “shoving.” Requests for informa- 
tion or visits by personnel have come trom medical 
schools and hospitals in Pennsylvania, Kentucky, 
Massachusetts, California, and parts of Canada. 

As in most experimental situations, the early 
days of Albany radio were not always smooth. On 
inquiry to the Federal Communications Commis- 
sion in 1955, Dr. Woolsey was told that the ama- 
teur frequencies were the only ones available for 
the type of project he had in mind. Despite the 
inherent difficulties of trying to man any large 
number of transceivers with amateur operators on 
an inflexible schedule, this was accomplished and 
continued for two years. But by 1958, Dr. Woolsey, 
working with the FCC, developed a plan that 
utilized noncommercial FM frequencies and_ re- 
mote broadcast transmissions in a manner untried 
previously. He then proceeded to establish station 
WAMC with studios at the Albany Medical Col- 
lege and its antenna atop Mt. Greylock, the highest 
mountain in Western Massachusetts. The station 


Teacher to Practitioner 


In hospital conference rooms, right, such as this one 
located at Vassar Brothers in Poughkeepsie, N. Y., physicians 
keep up with medical advances through the weekly radio 
series. During noon hour classroom time, they question 
faculty broadcasters by means of the transmitter in meeting 
room. Through network connection, they also hear other 
groups’ questions. 


has a 10,000 watt output and may be picked up by 
any FM receiver within 150 miles. 

The cost of a radio system such as that used by 
Albany and its hospital network is not great. Dr. 
Woolsey estimates that a contribution of from 
$1,600 to $2,500 from each of 20 hospitals would 
be sufficient to pay for the purchase and installa- 
tion of a system that would include a master trans- 
mitter at the medical school and remote pickup 
transceivers at each hospital. 

Postgraduate work by radio is not designed to 
replace intramural programs at the medical school, 
but rather to complement them. The subject matter 
of many of these courses, such as dermatology, 
precludes anything but personal attendance. Many 
others, however, lend themselves well to the radio 
technique supplemented if necessary by premailed 
mimeographed material. 

One of the initial qualms that accompanied the 
switch of Dr. Woolsey’s system from shortwave to 
FM was the fact that using the FM band enlarged 
the potential audience from selected groups of 
doctors to any layman with an FM receiver. What 
would be the result if private citizens were exposed 
to lengthy discussions of diseases, conditions, symp- 
toms, and treatment? Would such listening bring 
doubt and fear or would it send the listeners scurry- 
ing to their physicians with long lists of imaginary 
symptoms? No one knew for sure. 

Experience with the Albany operation has shown 
no public inclination to take alarm from such broad- 
casts. Dr. Woolsey thinks this may be because lay- 
men have found the discussions dull or unfathom- 
able and therefore tedious. One New York physician 
has personal knowledge that at least one of his pa- 
tients is a listener, however. The woman, who was 
recuperating, said she had listened to some of the 
programs and had been interested in the many 
questions asked by the participating physicians. 
She said: “It’s nice to know that there are doctors 
who will admit they don’t know everything.” 
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Engineering and Medicine 


How engineers work with physicians to attack specific 
health problems. Upper left, Dr. George V. LeRoy (in center) 
examines cytodiagnostic test apparatus for teaching labora- 
tory technicians to recognize cancer cells. Punch card 
evaluates microscope slide. Upper right, electron stethoscope 
for quick visual and audible check. Center left, preliminary 
model of electronic calorimeter to measure changes in body 
heat. Lower right above, dime electrodes taped to chest, 
engineer demonstrates miniaturized heartbeat monitor to 
pathologist and telephone company president. Bottom left, 
close-up of same cumulative heartbeat recorder with ampli- 
fier. All devices are being developed by Illinois Bell Tele- 
phone Company engineers working during off hours in 
cooperation with University of Chicago medical researchers. 
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Togetherness in Heartbeat 
Who Says Medicine and 
Engineering Dont Mix? 


Two patholog sts at the University of Chicago, 
Drs. Donald A. Rowley and Seymour Glagov, had 
a problem: How to keep accurate track of a per- 
son's heartbeats throughout a day or more without 
hampering his normal activities of work, play, and 
rest. This was no new question. Over the years 
many physicians have wondered about the relation- 
ship of pulse rates to circulatory diseases, smoking, 
body weight, occupational effort, maternal labor, 
sleep, athletics—to many aspects of persons in their 
environments, 

Rowley and Glagov had one advantage over most 
of their colleagues, however. They could translate 
their problem into dramatic solution. And they did 
just that one day last month on the university 
campus when they displaved a 3-0z. device, com- 
fortable and compact, that keeps a cumulative count 
of heartbeats. While the recorder (see photos on 
previous page) represents a_ significant medical 
advance in itself, even more important is the fact 
that it was produced in an atmosphere of liaison 
that signals growing cooperative efforts of physi- 
cians with practitioners of another discipline—en- 
gineering. 

The relatively recent phenomenon of medicine 
at work with other arts and sciences has been noted 
previously as a powerful but still unsung force for 
progress in such fields as space exploration (Medi- 
cine at Work, THe JourNnaL, Jan. 31, 1959), basic 
research and medical education ( Medicine at Work, 
THE JouRNAL, Dec. 21, 1957). 

Those University of Chicago researchers, for- 
tunately, had a catalyst in the person of William V. 
Kahler, a university trustee who also is president 
of the Illinois Bell Telephone Company. When 
medical faculty members posed some laboratory 
puzzlers, Kahler said: “Be specific. Tell me what 
you want, your immediate and most pressing 
needs.” 

Drs. Glagov and Rowley wanted a cumulative 
heartbeat recorder. Dr. George L. Wied of the 
department of obstetrics and gynecology wanted a 
cytodiagnostic test apparatus to help train exfolia- 
tive cytological technicians (“cancer detectives’ ). 
Dr. Klara J. Prec of the department of pediatrics 
wanted a tidal volume computer to help save new- 
born babies stricken with suffocating hyaline mem- 
brane disease. Mr. Donald Charleston of Argonne 
Cancer Research Hospital, which the university 
operates for the U. S. Atomic Energy Commission, 
wanted a special electronic circuit which could 
help pinpoint brain tumors. 

The needs of these physicians are being fulfilled 


143/1333 


by nonphysicians—some 40 Illinois Be!l Telephone 
Company engineers who belong to SAVE (Service 
Activities of Volunteer Engineers ), a Chicago-area 
organization which is being groomed for national 
stature. Members welcomed the opportunity to 
exert individual initiative on their own time in 
garages, basements, and home workshops while 
serving medicine's goals to bring better health. 
From Idea to Design to Product 

Take the heartbeat recorder, for example. En- 
gineers Leroy J. Rvan and Lou FE. Harrington, given 
the medical problem, mapped out basic design and 
passed on the mechanics of construction to another 
telephone company emplovee, Watson B. Me- 
Creary, last September. McCreary, a watchmaker 
hobbyist for the past 15 years, picked up a $50 
ladies wristwatch, removed the mainspring and 
hooked up the escapement mechanism of the modi- 
fied timepiece to a pair of silver electrodes (dimes ), 
some transistors, button-sized batteries, and a coiled 
magnet. In 90 days he created a gadget that ticks 
off the answers. The face of the “watch” does not 
tell time, of course. It is a form of adding machine. 
Modestly mass-produced, the precision device 
could sell to physicians for less than $200, accord- 
ing to Harrington. 

Several weeks ago, Rvan linked it to a neon beep- 
er in his living room and watched his five young 
children take turns “pasting on the dimes” so they 
could see and hear their own little heartbeats. 
Rvan himself kept a log: 

“Saw the boss after work—113 beats per minute. 

“Resting after kids to bed—S86 bpm. 

“Asleep—40 bpm. 

“Fed baby before arising—61 bpm. 

“Got up—65 bpm. 

“Arrive work—102 bpm.” 

Harrington also kept a 24-hour log. One entry 
read: “Asked for raise—125 bpm.” 

“This invention is the equivalent of a $30,000 
contribution to medical science,” said Dr. Rowley. 
“But the patience, understanding, and willingness 
of these men to develop the instrument are inval- 
uable. Dr. Glagov and myself hope they have en- 
joyed working in this cooperative project as much 
as we have.” 

Nobody is seeking a monopoly. All of the elec- 
tronic circuits, as they become refined, are being 
made available to the medical profession. The re- 
search cost on all four projects to date totals only 
$400 for materials, with the university footing the 
bill. As far as Dr. Wied is concerned, such a cost 
is ridiculously low. Evaluating the cytodiagnostic 
test apparatus developed for him, he says: “The 
machine is priceless. It does not require me to 
stand behind each student to score each example. 
It gives me more time to devote to patients while 
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Discussion groups such as this at the Chicago conference 
hammered out recommendations on the expansion and im- 
provement of homemaker services. Clockwise around the 
table are Miss Phyllis Osborn, Bureau of Public Assistance, 
Chicago; Miss Constance Hastings, Bureau of Public As- 
sistance, New York: Mrs. Asher Yaguda, Newark; Dr. Marian 
R. Stanford, State Department of Health, Trenton, New 
Jersey; and Miss Margaret Gregg, State Department of 
Public Welfare, Austin, Texas. 


still being able to train cytology technicians who 
are so badly needed.” 


“Medical Engineering” 


The medical school as a whole, meanwhile, is 
sold on this kind of medical engineering—or engi- 
neering medicine, if you will—as a fitting key in 
research efforts. Dr. George V. LeRoy, professor of 
medicine and associate dean of the University of 
Chicago Division of Biological Sciences, says: “The 
present program of research cooperation with the 
members of SAVE is significant because it permits 
our clinical people to take advantage of a large 
store of information, the existence of which is either 
unknown to us, or to which we have limited access. 

President Kahler of Illinois Bell is looking ahead, 
not only to more cooperative efforts of his fellow 
engineers with the medical researchers but to tap- 
ping a rich source of seasoned talent—the 195,000 
active and retired telephone company workers who 
live in every region of the United States and Can- 
ada and who are ready to devote 20 or more years 
of individual know-how to supplement the com- 
munity-serving activities of SAVE. They are called 
Telephone Pioneers, and Kahler is their interna- 
tional president. He says: 

“This teamwork between dedicated and compe- 
tent medical research doctors and telephone engi- 
neers is an outstanding example of public service. 
Their joint developments may be responsible for 
breakthroughs, which might otherwise have not 
been possible so soon, in the frontiers of biological 
science—and we know there will be more. Although 
we haven't come up with an electronic cure for the 
common cold—give us time—the advances to date 
demonstrate how two groups, with different pro- 
fessional backgrounds, can team up to solve prob- 
lems for the common good.” 


J.A.M.A., March 21, 1959 


Homemaker As One Prescription 
For Today's Troubled Family 


HOMEMAKER, n. one whose occupation is household 
management. 


The word denotes home operation, child rear- 
ing, and the creation of familial comfort. But 
Webster's definition could not have envisioned a 
different kind of homemaker—one emerging as a 
product of our modern times. The second defini- 
tion includes all of the components of the first 
but with an important addition: she is available 
to take over when the family’s usual “homemaker” 
is absent or incapacitated. 

This second kind of homemaker was the one 
that interested some 400 persons who met in Chi- 
cago last month for the National Conference on 
Homemaker Services. Physicians, attorneys, social 
workers, insurance executives, labor representa- 
tives, nurses, industrial officials, and many others 
took part in the two-day session devoted to the 
exploration of ways to expand homemaker services. 

A continuing interest in homemaker services has 
been expressed by the A. M. A. through commit- 
tees of the Council on Medical Service. Dr. Philip 
S. Barba of Philadelphia, chairman of the Com- 
mittee on Maternal and Child Care, acted as 
finance chairman for the Chicago conference. Sec- 
tion chairmen included Dr. Frederick Swartz of 
Lansing, Mich., chairman of the Committee on 
Aging, and Dr. Lemuel McGee, a member of the 
Council on Industrial Health. 

A homemaker, under the definition used by this 


One Family's Experience 


A typical case for which the services of a home- 
maker were deemed a good solution to a family 
health problem is noted in an official report from 
Detroit: 

“Mrs. M., the voung mother of four children | 
ranging in age from three to eight, was dis- 
charged from the hospital with a diagnosis of 
rheumatoid arthritis. Her children had been stay- 
ing with relatives, and Mrs. M. was anxious to 
have them home with her. She could be up and 
around, but she was in pain, and her physician 
had ordered as much rest as possible. The Visiting 
Nurse Association helped with a plan in which a 
homemaker was assigned full time at first and 
then gradually reduced to one day a week. Mrs. 
M. did the meal planning, and the homemaker 
helped with the care of the children, cooking, 
light housework, and some ironing. As a result, 
the family was reunited and with rest Mrs. M. 
recovered. A total of 51 days of homemaker 
service were provided over a period of 19 weeks 
at a total cost of $612.” 
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Much of the success in forming New Jersey's 
13 homemaker services can be directly traced to 
the interest and persistence of two women—Mrs. 
Asher Yaguda, wife of a physician, and Mrs. 
Thomas F. Delaney, former executive director of 
the American Board of Pediatrics. 

As members of the Essex County Service tor 
the Chronically Hl in 1948, they conceived the 
idea of furnishing homemaker services to Essex 
County families who needed help. Their first at- 
tempts were to “sell” the idea to an agency which 
would implement it, but this they failed to do. 
Still undismaved, the two women then asked their 
own Service for the Chronically Il to undertake 
the job despite the fact that the agency was spe- 
cifically designed as a study group. With the back- 
ing of two physicians whom they had interested in 
the project, they got the agency's approval and set 
out to find some money to implement it. Their first 
donation—less than $300, most of which had to go 
for workmen’s compensation and public liability 
insurance premiums—came from a woman's club 
in Newark, but it put them in operation. 

An article in a Newark newspaper brought in 
30 homemaker applicants, 10 of whom were ac- 
cepted. These 10 were trained by experts loaned 
by the Red Cross, Public Service Company, and 
the Newark Health Department. The initial class 
was graduated in 1950, and got its first case soon 
after—a woman suffering from multiple sclerosis. 


Persistence Succeeds in New Jersey 


Use of the service by the community was not im- 
mediate, however, and it took time to make the 
nature and value of the service known to physi- 
cians and welfare agencies in the county. Once the 
service became known, service requests boomed. 

Medically oriented to the nth degree, Chr-Ill 
Service, as it is now known, requires physician 
approval for all reterrals. The wisdom of the rule 
is indicated by the finding that 93% of all families 
served by homemakers in the U. S. during a 
“study week” in 1958 had members who were ill 
or disabled. Chr-II] is sponsored by the Essex 
County Medical Society, and other New Jersey 
county societies and women’s auxiliaries have 
been in the forefront of homemaker work in other 
areas, 

All New Jersey services have medical advisory 
committees, and in at least one instance a physi- 
cian Was so impressed with the value of a home- 
maker on one of his cases that he paid for the 
service himself. 

Success in Essex County turned out to be only 
the beginning. In 1953, the New Jersey legislature 
passed a prevention of chronic illness act which 
included a provision enabling the state health 
department to provide “housekeeping aid serv- 
ices.” It also named a State Consultant Com- 
mittee on Community Homemaker Services, and 
chose as its chairman an expert in the field—Mrs. 
Asher Yaguda. 


group, is “a woman who is employed to help a 
family help itself rather than to provide domestic 
aid as it is generally understood.” She is chosen, 
trained, paid, and supervised by an agency which 
assigns her to homes where help is needed, most 
often because of illness or incapacity. She is 
equipped to care for the needs of the children, 
perform routine household chores, provide meals, 
and do the marketing. 

In days past, the help of mothers, sisters, and 
neighbors was often enlisted by families faced with 
difficulties, but the mobility of the modern family 
has frequently left it isolated from relatives and 
often with only a nodding acquaintance with 
neighbors. It is this social vacuum which the home- 
maker capably fills—to help keep family unity until 
Crisis passes. 


Beginnings and Adaptations 


Although the first homemaker service was begun 
more than 30 years ago, only 150 of the nation’s 
3,100 counties have such a service available today, 
and in most of these the service is less than opti- 
mum. The Public Health Service reports 1,778 
homemakers were employed in the U. S. in 1958 
by 145 agencies. Three out of four (111) of#the 


services are operated by voluntary agencies. Most 
of the remainder are programs of departments of 
public welfare. 

Homemaker services were begun in different 
parts of the nation for different reasons, but all 
have a basic similarity: 

—In New York City in 1933, the Homemaker 
Service of the Children’s Aid Society was estab- 
lished as a joint experimental project with the 
Junior League. Its purpose was to come to the 
aid of distressed children by helping to care for 
them in their own homes in preference to board- 
ing them out. 

—Aid in family emergencies arising usually out 
of the illness or disability of the mother was of- 
fered by a homemaker service begun in 1940. by 
the Boston Provident Association. The work is now 
being continued by the Family Service Association. 

—Homemaker service was begun in Cincinnati 
in 1930 when it was established with public funds 
as a WPA project. By the time public money was 
no longer available, the need for such a service 
was so obvious that it was taken over by the pri- 
vately financed Family Service of Cincinnati and 
Hamilton County. 

—New Jersey, where establishment and promo- 
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tion of homemaker services has been widely en- 
dorsed by the state and county medical societies, 
has one of the best programs (see box). Indeed, its 
11 autonomous homemaker services, with the aid 
of the state health department, have trained 575 
homemakers, a figure which equals nearly one- 
third of the national total reported in a 1958 
survey. 

—In 1937, an attempt at providing homemaker 
service for rural areas was begun by the Colorado 
State Department of Public Welfare. 


Criteria for Assignment 


Homemaker services vary in the conditions under 
which they will assign workers to homes. Many 
concentrate on families where children will be 
directly affected; some are occupied with the prob- 
lems of families faced with chronic illness; others 
attempt to serve any obvious need. The problem 
of pavment by the recipient is met in many ways 
too. Usually those who are able to make their 
own payments do so directly to the agency. In 
other cases, they may make payments according 
to their ability based on a sliding fee scale. Home- 
maker services are sometimes purchased for re- 
cipients by welfare agencies. 

Judging by the results of the Chicago confer- 
ence, there is work ahead for those promoting 
homemaker services. Recommendations of the study 
groups which explored all phases of the future 
showed there is a need for: 

—Broader understanding and support, especially 
from the groups which benefit indirectly such as 
industry and labor. 

—The development of new methods for the es- 
tablishment of homemaker services, particularly in 
rural areas. 

—Study and evaluation of the existent variations 
in homemaker service programs. 

—Provision for adequate money to meet the 
financial needs of the families served by home- 
makers. 

—Clarification of policies of national voluntary 
agencies with regard to the role the local affiliate 
should take in participating in the organization of 
services. 

One of the most valuable by-products of home- 
maker services is the opportunity they afford to 
mature women, many of them widows, to continue 
to play an important role in the community and 
to earn some money at the same time. Although 
the hourly wage of the average homemaker hovers 
near $1.25, the work apparently pays off in other 
ways. A visitor to one agency was introduced to 
an elderly lady identified as “one of our home- 
makers.” She carried a book and, when the visitor 
asked what it was, she proudly displayed its title— 
“The Joy of Cooking.” 


J.A.M.A., March 21, 1959 


A. M. A. Committee's 
Relative Value Study 


The A. M. A. Committee on Medical Practices 
is now preparing its first publication to help state 
societies desiring to make relative value’ studies 
similar to those done in California, Kansas, and 
lowa. The series of publications will include gen- 
eral information bulletins and survey manuals. 
These will be offered for inspection and comment 
at a series of regional meetings, the first of which 
will be held in San Francisco next month. 

According to a Committee report to the House 
of Delegates last December, relative value studies 
may be used for several purposes but their chief 
value will be to enable health insurance and pre- 
payment plans to set up benefit schedules. that 
“bear a more constant relationship percentage-wise 
to the actual, usual or customary fees of physicians.” 

The Delegates agreed, called upon the constit- 
tient associations to consider the conduct of such 
studies, and directed that the Committee help them. 

The stated purpose of a relative value study is to 
show—by some numerical designation other than 
money value—relationships between time, com- 
petence, effort, expense, and other factors required 
to perform one professional service as compared 
with those required for other professional services. 
Relative value studies are not fee schedules but 
may be the basis for developing realistic sched- 
ules of allowances. 

Simply stated, the relative value study includes 


Arguments Against Relative Value 


What about the other side of the coin? Is there 
a case against relative value studies? Some phy- 
sicians believe there is and have said so. 

Perhaps their greatest objection is that, although 
the relative value principle makes only unit rela- 
tionships between procedures, in practice this 
purpose could be subverted by those who might 
apply a set of dollar values to the scale, and then 
cry out against any deviation. 

Another objection, voiced by at least one 
specialty group, is that proposed relative value 
studies do not adequately differentiate between 
procedures performed by a_ board-certified spe- 
cialist as against the same procedures done by a 
physician without a specialty certification. 

One objector bases his criticism on the fact 
that a given procedure with a set unit value on the 
schedule may in fact take much more time in one 
case than in another. Dr. Arnoldus Goudsmit of 
Youngstown, Ohio, writing in a national publica- 
tion, uses that thesis to argue against relative 
values. As an alternative, he suggests that each 
physician determine his hourly rate and set fees 
according to the time given to the patient. 
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A Relative Value Sample in California 


How might vou use a relative value study in setting your own fee schedule? It can be easy, accord- 
ing to information published for the use of California physicians who wanted to do just that: 

Once the physician receives his copy of the relative value scale, he has only to use the dollar value 
of some fundamental service in his practice—such as a follow-up office visit—and apply it as a_ basis 
for computing his normal fees for the other procedures listed in the scale. Such calculations need be 


made only once, and then kept for referral purposes. 
But for those mathematically inclined, the California report explains it this way: 
“If you normally charge $4 for follow-up office visits (Procedure Code No. 006 in the California 


study) which has a relative value of 35, how much should your fee be for a first home visit (003) 
which has a relative value of 70? Use this formula: $4 is to 35 as X is to 70. Multiply $4 by 70, which 
is $280; divide by 35 and your answer is $8—or the dollar value of the first home visit. 

“You can establish your own conversion factor. Four dollars for a follow-up visit is approximately 
11.42% of 35, its relative value. Take 11.42% of the relative value of each procedure, and you will have 
a fee schedule with correct values based on a $4 follow-up office call.” 


two elements: 

—A comprehensive survey of the relationships 
between the usual charges made by members of 
the constituent association for professional services. 

—A statistical evaluation resulting in the assign- 
ment of a unit value for the various procedures. 

The California Medical Association's pioneering 
study was adopted in 1956 after three years of 
committee work. It was updated and republished 
in late 1957, and is currently being revised. It has 
been used by both Kansas and Iowa as a model 
for their own studies. The relative value study as 
adopted in California is subdivided into four parts 
and contains separate schedules for medical serv- 
ices, surgery, radiology, and pathology. 

In urging constituent associations to undertake 
studies of their own, the House of Delegates sug- 
gested “using the nomenclature, descriptions and 
code numbers of the California study to avoid 
confusion.” In its report to the House, the Com- 
mittee stated: 

“Unless studies of this type are made in the near 
future and adopted by the medical profession, 
medicine runs the risk of alienating public opinion 
and losing its bargaining position with other agen- 
cies engaged in financing the cost of medical care. 
It medicine does not undertake this activity, it may 
be done by others who are much less qualified.” 


Dr. Lester D. Bibler of Indianapolis is chair- | 
man of the House of Delegates Committee on 
Medical Practices. Other members are Drs. 
James P. Hammond of Bennington, Vt.; Elmer G. 
Shelley of North East, Pa.; J. S. DeTar of Milan, 
Mich.; and James M. Kolb of Clarksville, Ark. 
Mr. George W. Cooley of Chicago is Staff Sec- 
retary. 


Accentuating the Additive 


Today, in some rural communities, you still find 
those who salt their own meat. In using salt as a 
preservative, they are practicing an art, the origins 
of which are lost in antiquity. But they are also 
using an “additive” under modern definition, and 
food additives are very much a modern subject. 

This month, an amendment to the federal Food, 
Drug, and Cosmetic Act went into effect. Its major 
provisions (which won't be totally effective for 30 
months) will be to make the manufacturer of any 
food additive responsible for proving his product 
is harmless to human beings. In the past, a chem- 
ical used as a food additive had to be proved un- 
safe before it could be excluded from grocers’ 
shelves by court action. 

Under the new regulations, the manufacturer 
must make acute, subacute, and chronic oral toxic- 
ity tests using laboratory animals and submit the 
findings to the Food and Drug Administration 
which will regulate the quantities and usages. 


Increased emphasis on the intermediary contract for 
hometown care of veterans with service-connected disabilities 
and efforts toward a return to the original principles of Medi- 
care were discussed last month by the A. M. A. Committee 
on Federal Medical Services meeting in Chicago. Chairman 
of the group is Dr. Russell B. Roth (head of table) of Erie, Pa. 
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NAMING OF DRUGS ON PRESCRIPTION 
LABELS 


NLESS DISPENSED in. original con- 
tainers which have undetachable labels 
most prescription labels bear only the 
name and address of the pharmacy, 
its prescription file number, the names of the pa- 
tient and physician, and the latter's directions for 
use. The absence of any display of the name of the 
prescribed drug or drugs appears to be a matter 
of custom although intentional secrecy has been 
largely superseded by the use of English for writ- 
ing prescriptions. Indeed, physicians frequently tell 
patients the name and nature of prescribed drugs 
unless there is a particular reason for withholding 
this information. Mutual confidence between phy- 
sician and patient is likely to be enhanced by the 
plain designation of the principal ingredient(s) on 
the prescription label. The directions for adminis- 
tration are often too complex and varied to be 
encompassed on a small label; in some cases the 
warning to take only as directed may be the most 
usetul inscription. 

Identification of prescribed medication on pre- 
scription labels also may aid physicians other than 
the prescriber, as well as dentists, who may be 
consulted for the same or for a different ailment. 
Even the original prescriber may be unable to 
recall or find a record of the precise medication 
prescribed for a patient whom he has not examined 
recently. Moreover, the identification of a pre- 
scribed drug may be urgent in emergencies which 
involve a question of accidental poisoning, uninten- 
tional overdosage, or attempted suicide. Determina- 
tion or confirmation of the exact identity of a pre- 
viously prescribed drug in such cases may be 
hampered by the necessity for calling or contacting 
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the dispensing pharmacy to obtain the information 
from the number of the prescription in its files. 
Such occasions, arising after closing hours, would 
involve even greater loss of time. There also may 
be other more or less urgent situations in which a 
clinic or private patient is obliged to consult or call 
an alternate physician for refill of a prescription, 
the identity of which can be determined only by 
contacting the office of the prescriber or the dis- 
pensing pharmacy. Indeed, on account of travel or 
changes of residence, patients may be put to extra 
expense because the identity and suitability of 
partly used prescriptions cannot be determined by 
another physician. 

While display of the names of prescribed drugs 
on prescription labels can be advantageous, there 
are some patients for whom it may be unwise to 
reveal such information. These might include pa- 
tients with mental disturbances, diseases known to 
have a fatal outcome, or any condition likely to be 
aggravated by a knowledge of its consequences, 
particularly if the name of the particular drug 
prescribed has a specific connection with the diag- 
nosis. In such cases names which are therapeuti- 
cally suggestive would be especially provocative. 
Another unfortunate aspect of prescription drug 
identification lies in the encouragement it may pro- 
vide for sharing unused medication with another 
member of the household or a neighbor who has or 
is assumed to have the same illness. Because of 
wrong diagnosis, different stage of illness, or differ- 
ent dosage requirement, this could easily lead to 
serious Consequences. 

Although this is a delicate matter which should 
be left to the judgment of the physician in each 
individual case, it is suggested that with a some- 
what larger section of the public than in former 
days the naming of drugs on prescription labels 
will work for good rather than for harm. 


ANNUAL A. M. A. MEETING IN 
ATLANTIC CITY 


Now is the time to make your hotel reservation 
for the annual A. M. A. meeting in Atlantic City 
which opens on June 8 and continues through 
June 12. The advance registration form and_ the 
hotel registration form appeared in the February 
14 issue of THe JourRNAL, page 224. 

Atlantic City has expanded its housing accom- 
modations since the Association last met there. 
Nearly 5,000 new motel accommodations have been 
constructed within the city limits. Many of the 
motels are on or near the boardwalk. You are 
assured the widest selection of housing accommo- 
dations if you make your reservation now. A map 
showing the locations of the hotels and motels also 
appears on page 224 of the February 14 issue of 
THE JOURNAL. 
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ORGANIZATION SECTION 


NEW COMMITTEE ON HYPNOSIS 


At its meeting Feb. 6 and 7 the Board of Trus- 
tees voted to approve the establishment by the 
Council on Mental Health of a Committee on the 
Medical Use of Hypnosis. The Committee is com- 
posed of Drs. Harold Rosen, Baltimore, Chairman; 
Zigmond M. Lebensohn, Washington, D. C.; and 
Louis J. West, Oklahoma City. The date for the 
first meeting of this Committee has not, as vet, 
been set. The Committee will concern itself chiefly 
with the problem of implementing the suggestions 
and ideas expressed in the Council's report on the 
medical use of hypnosis, which was approved by 
the Board of Trustees and the House of Delegates 
of the American Medical Association and published 
in full in Toe Journar (Sept. 13, 1958, pages 186- 
189). The Board emphasized that the notice pub- 
lished in THe JourNaAL (Jan. 3, 1959, page 54) con- 
cerning the American Board of Medical Hypnosis 
in no way indicates that this “Board,” which pre- 
sumably has set itself up to serve as a certifying 
body for physicians using hypnosis, is connected 
with or approved by the American Medical Associa- 
tion or its Council on Mental Health. It is believed 
that two or three such groups have been set up in 
the United States. Thev seemingly allege in their 
announcements that they are functioning in col- 
laboration with the Association or with the Council 
on Mental Health which definitely is not so. The 
general, and as vet unofficial, opinion of our Coun- 
cil’s newly formed Committee on Hypnosis is that 
hypnosis itself has so far not advanced to the point 
where it can be considered to be a specialty apart 
from other medical specialties or apart from medi- 
cine in general. Dr. Harold Rosen, 1101 N. Calvert 
St., Baltimore 2, Chairman of the A. M. A. Com- 
mittee, will be pleased to answer inquiries concern- 
ing problems of training in the use of hypnosis in 
practice from individual physicians and members 
of the Association. 


PESTICIDES BOOKLET 


A 64-page booklet, “Open Door to Plenty,” is 
now available free of charge to A. M. A. members 
and others interested in learning how pesticides are 
used to protect food, property, and health. The 
easily read booklet is described as “an excellent 


summary of basic information” by the A. M. A. 
Committee on Pesticides, which makes a continu- 
ing study of precautions that should be followed 
for the safe handling and use of pesticides. Copies 
may be obtained by writing to the Committee at 
A. M. A. headquarters or to the publisher, the Na- 
tional Agricultural Chemicals Association, 1145 19th 
St. N. W., Washington 6, D. C. 


FUNDS FOR MEDICAL SCHOOLS 


A total of $4,133,839 was given to medical schools 
during the 55th Annual Congress on Medical Edu- 
cation and Licensure in Chicago, Feb. 9, by the 
National Fund for Medical Education and the 
American Medical Education Foundation. Dr. John 
McK. Mitchell, president of the Association of 
American Medical Colleges, accepted a check for 
$3,000,185 from Chase Mellen Jr., executive vice- 
president of the National Fund, and another 
$1,133,654 trom Dr. George F. Lull, AMEF presi- 
dent. (See Medicine At Work in this issue for 
report on the Congress. ) 


CONFERENCE ON PHYSICIANS 
AND SCHOOLS 


The seventh National Conference on Physicians 
and Schools will be held Oct. 13-15 at the Moraine- 
on-the-Lake Hotel, Highland Park, Ill. It is spon- 
sored by the A. M. A.’s Bureau of Health Educa- 
tion. The conference is restricted to officially 
delegated representatives of state and_ territorial 
medical societies and health and education depart- 
ments. More than 200 persons are expected to 
attend, 


REVIEWS OF MEDICAL MOTION 
PICTURES AVAILABLE 


The 10th annual publication of “Reviews of Med- 
ical Motion Pictures” is now available on request 
from the Film Library of the A. M. A. This publi- 
cation is prepared by the Division of Communica- 
tions, Department of Medical Motion Pictures and 
Television, and contains reprints of all reviews 
published in THE JourNAL during 1958. 
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COUNCIL ON INDUSTRIAL HEALTH 


PREVENTION AND CONTROL OF OCCUPATIONAL DERMATOSES 


This is the last in a series of five reports prepared by the Committee on Occupational Der- 
matoses of the Council on Industrial Health, American Medical Association. 


Occupational dermatoses cost this nation millions 
of dollars in lost time, lessened efficiency and pro- 
duction, and medical care and compensation each 
vear. There are no figures which relate accurately 
the total cost of these diseases, but the money 
spent for medical care and compensation is ad- 
mittedly excessive. These facts become more impor- 
tant when it is realized that occupational derma- 
toses are, in large measure, preventable.’ Because 
of the continued prevalence of these diseases and 
the inconvenience and suffering which accompany 
them the Committee on Occupational Dermatoses 
has seen fit to review the measures which can be 
used to prevent and control occupational skin 
diseases. 

The prime requisite in preventing occupational 
diseases in general and dermatoses in particular is 
cleanliness. Unless the workman, his clothing, his 
machine, and his working environment are kept 
clean there can be no control of skin diseases in 
industry. These essentials are attainable, for it is 
now generally accepted that appropriate engineer- 
ing methods can control a noxious environment, 
and medical methods can do much to control the 
hygienic practices of the workmen.’ For many 
vears, large plants have been aware of the impor- 
tance of providing a safe working place. The mod- 
ern plant attains this by good construction, the 
installation of automatic equipment, and the use 
of closed process systems which protect the work- 
man from harmful materials with which he must 
work. The basic chemicals can be transported to 
the plant in sealed cars, emptied into closed storage 
areas, and then piped into totally enclosed chemical 
reactor systems. Of course, this method of han- 
dling cannot be used in all plants because some 
processes do not lend themselves to closed systems 
or perhaps in certain plants the closed process may 
prove too expensive. With less cost, good ventilat- 
ing systems to collect toxic materials can be used 
to control the spread of irritant vapors, fumes, 
mists, and dusts.” Competent guidance can be ob- 
tained from private consultants, universities, many 


The members of the Committee on Occupational Dermatoses are 
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of the state health departments, and some of the 
state labor departments who offer consultative 
services on industrial hygiene engineering prob- 
lems. 

Where good engineering devices are used to con- 
trol the environment, occupational dermatoses are 
less prevalent. However, at the present time it is 
estimated that less than one-third of the working 
population has access to good environmental con- 
trols within the plant. As a result, small plants with 
poor environmental hygiene contribute heavily to 
the sustained prevalence of occupational skin dis- 
ease.” 


Responsibilities of Medical Department 


Large plants rely heavily on their medical de- 
partments to prevent occupational diseases. Con- 
trols, including personal hygiene, are the respon- 
sibility of the medical, industrial hygiene, nursing, 
and safety personnel. Over the vears, hygienic 
practices have improved, and at this time a good 
medical department generally assumes the follow- 
ing responsibilities directed at preventing occupa- 
tional skin diseases. 

Education.—The first step in setting up a good 
educational program directed at preventing occu- 
pational skin disease takes place when the medical, 
industrial hygiene, safety, supervisory, pro- 
duction personnel develop a thorough understand- 
ing of the existing hazards within the plant. This is 
done by conducting a complete survey of all plant 
operations and observing the men at work so that 
the potential health hazards can be determined. 
Once this appraisal of the hazards within the plant 
has been made, management, superintendents, 
foremen, and old as well as new workmen should 
be instructed about the hazards and the measures 
which must be taken by the men to avoid occupa- 
tional illness and injury. In plants where workmen 
are not informed of the existing hazards, occupa- 
tional dermatoses are common. The physician who 
treats occupational dermatoses should visit the 
plants where the cases arise. Much can be learned 
about the causative factors which produce occu- 
pational dermatitis, but, even more important, the 
physician can develop a practical attitude concern- 
ing preventive measures.* 
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Medical Preventive and Control Measures.—The 
intelligent use of the preplacement physical exam- 
ination can do much to prevent occupational dis- 
ease. Today, the preplacement physical examina- 
tion is used to better define job assignments within 
the limits of a worker's mental and physical capac- 
ities. As with other systems, the skin is important 
in the preplacement physical examination, because 
thorough observation can lead to the detection of 
those abnormalities which are likely to be aggra- 
vated by the working environment. Practical appli- 
cation of this fact can be seen in a few examples. 
Young people with acne vulgaris have a predispo- 
sition for developing occupational acne from tars, 
pitches, certain chlorinated hydrocarbons, and, 
most of all, cutting fluids.” Individuals suffering 
from psoriasis or lichen planus can experience 
severe aggravation of their disease because of 
chemical or physical injuries to affected or un- 
affected parts of the skin.” The keloid formation 
tendency among certain members of the dark- 
skinned races provides another example. Rosacea 
becomes worse when workmen having this disease 
are exposed to heat or to the vapors of alcohol. 
Seborrheic dermatitis can be exacerbated by con- 
tact with oils and greases. The atopic skin, well 
known for its unpredictable behavior, can be ad- 
versely influenced by dusts, solvents, exposures to 
grease, and temperature and humidity changes.° 
These dermatological facts can be of infinite value 
to the alert examining physician in the preplace- 
ment examination and in the management of the 
employee at work. 

At times, it is not possible to prevent completely 
the occurrence of occupational dermatoses. It then 
becomes highly important that the physician be 
able to control isolated cases or outbreaks of skin 
disease which are occurring within the plant. This 
cannot be done, however, unless the physician is 
able to recognize the cutaneous disease as being of 
occupational origin and then to identify the causa- 
tive agent. When recognition of the disease and its 
cause can be done promptly, the attack of derma- 
titis will be minimized and the man can generally 
continue to work by using proper protective de- 
vices. It is utterly impossible to control dermatoses 
of contact origin if the cause has not been detected 
and the patient is permitted to undergo continued 
exposures. 

Personal Cleanliness.—Personal cleanliness is in- 
valuable in preventing occupational skin disease. 
Industrial ventilation systems and good housekeep- 
ing are important in maintaining a clean environ- 
ment, but there is no substitute for washing the 
hands, wearing clean clothes, and keeping clean. 
The basic necessities for the maintenance of per- 
sonal cleanliness are the washing facilities and the 
proper skin cleansing materials. They must be ade- 
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quate in number for the men who will use them, 
well designed, maintained in continuous working 
order, and, of no small importance, they must be 
conveniently located. If a workman must walk long 
distances in order to wash he generally will do so 
infrequently.’ The type of cleansing material to be 
used should be selected for the job whenever pos- 
sible. The number of times workmen must wash 
during the work shift will depend on the nature of 
the material being handled, but most workmen 
generally wash at least three times a day, for exam- 
ple, during the morning, before lunch, and again 
at the close of the shift. If the work soil is heavy, 
the workmen may find it necessary to wash many 
times during the course of the day. Skin cleansing 
is highly dependent on the type of industrial hand 
cleansers used, because removal of irritants and 
sensitizers from the skin must be thorough to pre- 
vent prolonged contact which leads to dermatitis. 
However, the frequent or even the infrequent use 
of harsh or poor quality skin cleansers may cause 
dermatitis, especially in those workers with dry 
skin or among those who work with solvents, al- 
kali, and other materials that cause dehydration 
and removal of lipid.” Industrial cleansers include 
a wide variety of soap and related compounds in 
the form of plain soap powders, abrasive powders, 
abrasive cakes, liquids, and the so-called waterless 
hand cleaners. There are several well-known, 
time-tested industrial cleansers made by reliable 
producers. Powdered conventional soaps are usu- 
ally satisfactory for the removal of heavy soil from 
the skin. In some of these powdered cleansers or 
cake cleansers, finely ground sand, pumice, pow- 
dered wood chips, and ground corn cobs, among 
other abrasives, have been added to the soap to 
effect better removal of the soil. Occasionally, this 
type of abrasiveness may Overcome any mildness 
which is present in the soap. Corn meal and wood 
flour are considered efficient and acceptable abra- 
sive additives. 

Many of the cleansing agents also contain wet- 
ting agents, water softeners, and chelating agents. 
These improve the detergency of the soap, but they 
can also increase the potential irritant properties of 
the products, particularly if their continued use 
causes an increase in the pH of the skin. 

Sulfonated oil soaps and other acidic skin cleans- 
ers (pH range of 7 or less) are good for cleansing 
the skin when soilage is less severe and easily re- 
moved. Schwartz and others” have found liquid 
sulfonated oils (soapless soaps) to be excellent 
cleansers for the removal of cutting fluids and 
even more tenacious soils. A distinct advantage of 
the sulfonated oil is that it can be used with less 
irritation to the inflamed skin by workmen with 
mild dermatoses. 
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Within the past few years, germicides, notably 
hexachlorophene and, more recently, tetramethyl- 
thiuram disulfide, have been added to soaps to 
increase their antibacterial power. Several indus- 
trial cleansers contain hexachlorophene and these 
can be used to advantage by food handlers, meat 
packers, and by those who have other exposures 
where bacteria play a primary role in causing oc- 
cupational dermatitis. 

Lanolin is a common additive to many industrial 
soaps. There is some controversy as to whether or 
not its presence is necessary, but it is believed that 
lanolin does tend to bufter the lipid-removing and 
dehydrating actions of soaps on the skin. 

A group of products which have attained a re- 
newed popularity are the waterless hand cleansers. 
These preparations are usually semisolid cream or 
paste or liquid materials which cleanse the skin 
without requiring use of water. They exert their 
action on the skin either by their wetting agent 
content or by solvent action, or by a combination 
of solvents and alkalis. Most of the waterless hand 
cleansers remove oils, greases, grimes, and paints, 
with other heavy soilage from the skin, quite satis- 
factorily. This advantage provides a selective utility 
for removing certain soils which ordinary soaps 
fail to dislodge completely. A good waterless hand 
cleanser can replace effectively raw solvents so 
commonly used for hand cleaning purposes. They 
have a definite application in operations where 
machinists, mechanics, field crews, road gangs, and 
maintenance men must walk long distances to 
obtain washing facilities. Several of these products 
are considered acceptable for use and have been 
on the market for at least five vears, but waterless 
cleansers do not constitute a replacement for soap 
and water in all jobs."” 

A few years ago, Dr. Louis Schwartz,’ in a pub- 
lication entitled “The Prevention of Occupational 
Skin Diseases,” written for the Association of Amer- 
ican Soap and Glycerine Producers, Inc., suggested 
the following basic requirements in selecting in- 
dustrial skin cleansers, which, if followed, will 
generally lead to the choice of a satisfactory one: 

1. They should quickly and efficiently remove industrial 
soil. 

2. They should not harmfully defat the skin by normal ap- 
plication. 

3. They should not be unpleasant to use. 

4. They should not abrade the skin. 

5. They should not be strong skin sensitizers. 

6. They should flow easily through dispensers. 

7. They should not become insect infested under normal 
storage conditions. 

8. They should not clog the plumbing. 


The industrial physician, safety director, or the 


consulting dermatologist should be able to select an 
industrial cleanser which is not harmful to the nor- 
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mal skin and which at the same time will remove 
efficiently the soils encountered. This is not a dif_i- 
cult task if the one selecting the cleanser under- 
stands the basic essentials concerning the action of 
soaps on the skin, and, in addition, has some fa- 
miliarity with the well-known products available 
for purchase.'' Considerable information along this 
line can be obtained by referring to the above- 
mentioned work by Schwartz. 

Protective Clothing.—In some plant operations, 
the workman finds it impossible to keep his cloth- 
ing clean no matter how carefully he handles the 
materials with which he must work. Work clothing 
laden with irritant or allergenic chemicals can pro- 
duce dermatitis. Similarly, oil-saturated shirts, 
trousers, or shoes induce comedones, erythema, 
and dryness of the skin, and eventually occupa- 
tional acne. 

Present-day protective garments are both attrac- 
tive and useful. They can be made from rubber, 
leather, cotton, or synthetic fibers. Some of the new 
fabrics will protect specifically against acids or 
alkalis, others against extreme degrees of heat, 
cold, or moisture. In highly hazardous operations, 
it is common practice for plants to furnish the 
workmen with protective clothing. When clothing 
is furnished by management, there is better control 
over the wearing, laundering, and servicing of the 
garments. In addition, this practice insures against 
the hazard of laundering the family clothing with 
noxious chemicals contained in the work clothes. 
In plants where a workman must furnish his own 
protective clothing, there is little or no control over 
the type of protection furnished and not infre- 
quently the prevalence of dermatitis cannot be 
lowered. Some operations require the wearing of 
impervious gloves and/or sleeves; however, in 
recommending these devices, knowledge of the 
operation in which the sleeves or gloves are to be 
worn is essential. For example, a protective sleeve 
or glove worn near moving machinery could be the 
cause of a serious accident. We have found that 
surgical stockinet sleeves and cotton gloves will 
protect the hands, wrists, and forearms against 
moderate dust exposures. These materials are in- 
expensive; they are not cumbersome; and, by issu- 
ing two or three pairs of gloves and sleeves periodi- 
cally, they can be changed as often as necessary. 

Aprons can be obtained in fabric or plastic ma- 
terials. They have special value in protecting the 
body against cutting fluids. The apron should 
cover most of the chest and extend below the 
knees. If the apron is to be an effective protection, 
however, it must be cleansed daily. 

Protective gloves can be made of leather, natural 
rubber, synthetic rubber, or plastic material. The 
seams should be smooth to avoid trauma while 
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wearing. When gloves are worn to protect the 
hands against irritant chemicals they should cover 
most of the forearm, and the cuff should fit under 
an impervious sleeve which fastens at the wrist. 
This prevents the entrance of chemicals into the 
glove cuff. 

Rubber gloves are an essential protective device 
in certain exposures to chemicals. Before recom- 
mending them, however, the nature of the exposure 
should be ascertained, because natural latex rub- 
ber gloves will not protect adequately against oils 
or chlorinated hydrocarbons. For these exposures, 
synthetic rubber or neoprene-dipped gloves must 
be worn. On occasion, the wearing of rubber gloves 
may produce eczematous-like lesions of the hands 
in those individuals whose perspiration is exces- 
sive. To combat the latter problem, and to provide 
greater comfort for all workmen who must wear 
rubber gloves, it has become common practice to 
advocate individual cotton liners underneath the 
rubber gloves. These can be changed as often as 
necessary. 

Where potent skin sensitizers are encountered 
and the incidence of dermatitis without protection 
is high, it may be necessary to institute a more 
formal “protective clothing program.” Educational 
elements to stimulate motivation and understand- 
ing and specific and detailed instruction in the use 
of protective clothing are essential. In some in- 
stances, regular and frequent inspection of the 
hands and arms by the nurse or the supervisor has 
facilitated the early identification of dermatitis. 

A word of caution concerning protective clothing 
is given to the plant physician as well as to the 
consultant who on occasion can be misled by the 
workman who claims that he always wears protec- 
tive clothing, including gloves. A few moments 
spent in examining the gloves or other garments 
may save considerable time in making a diagnosis, 
since wearing of clothing or gloves impregnated 
with irritant or sensitizing chemicals makes it im- 
possible to avoid cutaneous contact with these 
materials. 

Barrier Creams.—Barrier creams, or protective 
ointments, are popular with workmen, but these 
materials do not provide the degree of protection 
afforded by properly designed and maintained 
protective clothing. Notwithstanding, there are in- 
stances in which these preparations can be used to 
great advantage. Such is particularly true in occu- 
pations where wearing a face shield would be too 
cumbersome, or where skilled workmen cannot 
wear rubber gloves because of interference with 
the sense of touch. Well-instructed workmen un- 
derstand clearly that a barrier cream, to be eftec- 
tive, must be applied to the skin before beginning 
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work, washed off before lunch, reapplied after 
lunch, and again removed at the close of the work- 
day. If the areas to be protected become soiled in 
between these periods, it may be necessary to re- 
move and reapply additional barrier agent. In 
those plants where the program of occupational 
health is poor or absent, the workmen, through 
lack of instruction, generally do not understand the 
need for this routine. As a result, they sometimes 
develop a false sense of security with respect to 
barrier creams. Indeed, it is not uncommon to find 
workmen treating their cases of dermatitis with the 
barrier agents designed to prevent the eruption. 
Basically there are three types of protective or 
barrier creams: 1. The simple vanishing cream, or 
the invisible glove type cream, which fills the pores 
to prevent the entrance of irritants. Because of the 
formula, soil is easily removed along with the bar- 
rier cream on washing after work. 2. The water- 
repellent type which permits the formation of a 
film of water-repellent substance such as lanolin, 
beeswax, petrolatum, or silicone on the skin to pre- 
vent contact with water-soluble irritants such as 
acids and alkalis.'* 3. The oil-repellent and solvent- 
repellent type which depends on water-soluble 
gums such as acacia, tragacanth, methyl! cellulose, 
or moss gel to repel oils and solvents. 

At this time, there is no all-purpose barrier 
cream which protects against all materials handled 
at work. For this reason, considerable thought must 
be given to the type of barrier cream prescribed. 
It is a waste of money and time to have the work- 
man or the patient use a water-repellent cream 
when he is also exposed to solvents or light oils. 


Conclusions 


The majority of occupational dermatoses can be 
prevented by maintaining a clean working environ- 
ment, but where environmental control is poor the 
most essential factor is maintaining cleanliness of 
the skin and the clothing. Workmen must be taught 
the importance of cleanliness and furnished with 
the necessary facilities to keep clean. Where pos- 
sible, protective clothing and barrier creams should 
be used to support personal cleanliness. If these 
basic rules are not recognized by management and 
followed by the workmen, occupational dermatitis 
is inevitable. 

Failure by the attending physician to appreciate 
these basic necessities frequently leads to pro- 
tracted cases of occupational dermatitis. The ther- 
apeutic approach in the management of these dis- 
eases can be appropriate and rewarding, but it will 
prove fruitless unless the physician recognizes fully 
the significance of the contact factor in the plant 
and directs his major effort toward preventing 
further contact. 
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POSTGRADUATE COURSES FOR PHYSICIANS 


Notice of the following postgraduate courses for 
physicians has come to the attention of the Council 
on Medical Education and Hospitals since the pub- 
lication of its annual list in THe JouRNAL, Aug. 16, 
1958, for the vear beginning Sept. 1, 1958. Each 
year a greater proportion of postgraduate courses 
are planned sufficiently in advance to be included 
in the annual listing, which provides a central ref- 
erence more likely to bring courses to the attention 
of potential physician enrollees than can supple- 
mentary notices. Considering that more than 90% 
of the courses that eventually come to the attention 
of the Council are now included in the annual list- 
ing, it is expected that it will be possible to include 
all of the courses for the year beginning Sept. 1, 
1959, in the annual listing, without supplementary 
notices. However, bringing the following informa- 
tion that has come in to the Council office to the 
attention of the profession appears desirable at this 
time. 

The Medical Division of the Oak Ridge Institute 
of Nuclear Studies will conduct the second week 
of a pre-clinica] course in radioisotope methodology 
for physicians April 27-May 1, 1959. The first week 
of this course was presented in February. Partici- 
pants should have a basic familiarity with the tech- 
niques of using radioisotopes in medicine. The 
course will be repeated beginning June 1. Another 


three-day course in thyroid measurements will be- 
gin on July 6, to be followed July 9-10 by its clini- 
cal applications. Each course utilizes lectures, lab- 
oratory work, demonstration, audiovisual aids, open 
question periods, with the enrollee performing pro- 
cedures. The fee for each course is $25. Requests 
for application blanks and further information 
should be directed to Mr. William B. Jones, Medi- 
cal Division, Oak Ridge Institute of Nuclear Stud- 
ies, P. O. Box 117, Oak Ridge, Tenn. 

The Department of Postgraduate Medicine of the 
University of Michigan Medical Center, University 
Hospital, Room 1610, Ann Arbor, Mich., can ar- 
range tutorial clinical instruction in the clinical use 
of radioactive isotopes to aid the physician to qual- 
ify for use of radioactive isotopes in practice. Train- 
ing is offered to one to four physicians at a time, 
licensed to practice medicine, who are usually cer- 
tified specialists in radiology, internal medicine, 
surgery, or clinical pathology. Training is given 
simultaneously to residents in the hospital in these 
fields. The tuition is $50 per week. 

A Pediatric Symposium will be presented on 
March 26-28, 1959, at the Auditorium, Texas Chil- 
dren's Hospital, Houston. Subjects will include 
staphylococcic disease, the neonate, infectious diar- 
rhea in infancy, bone dysplasias, and diagnostic 
problems. For further information, address Dr. Rus- 
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sell J. Blattner, Department of Pediatrics, Baylor 
University College of Medicine, Texas Medical 
Center, Houston, 

March 27-29, a postgraduate course in congenital 
heart disease will be presented at Grady Memorial 
Hospital, Emory University School of Medicine, 69 
Butler St., S. E., Atlanta 3, Ga., at a fee of $50. For 
further information, write to Postgraduate Educa- 
tion at the above address. 

The Twelfth Annual Cancer Symposium will be 
held March 31-April 1 at the Indiana University 
School of Medicine, Indianapolis 7. It will be de- 
voted to the recognition and definitive manage- 
ment of neoplasms of the nose, paranasal sinuses, 
pharynx, larynx, the salivary glands, and regional 
metastases from these sites. There is no fee. 

A one-day course on the treatment of heart dis- 
ease will be presented April 29 at the Indiana 
University School of Medicine, devoted to the 
recent advances in the medical treatment of the 
various phases of heart disease. The fee will be 
$10. The following day, April 30, there will be a 
brief course on the treatment of hypertension to 
present the recent advances in the medical treat- 
ment of various hypertensive states. The fee will be 
$10. For further information, address the Director 
of Postgraduate Medical Education, Indiana Uni- 
versity School of Medicine, Indianapolis 7. 

The American College of Chest Physicians, 112 
E. Chestnut St., Chicago 11, will present the 
Twelfth Annual Postgraduate Course on Diseases 
of the Chest for physicians in general and part-time 
specialty practice, at the Sheraton Hotel in Phila- 
delphia, March 30-April 3 at a fee of $75 for 
college members and $100 for nonmembers. The 
methods of education will include lectures, panel 
discussions, open question periods, and audiovisual 
aids, 

A one-day nine-hour course on common neuro- 
logical disorders for the general practitioner will 
be presented April 15, 1959, at the Statler Hotel, 
Los Angeles, by the American Academy of Neu- 
rology. Educational methods will include labora- 
tory work, seminar, lecture, panel discussion, open 
question periods, and audiovisual aids. The fee will 
be $10. 

A course entitled Topics in Clinical Medicine 
will be presented May 11-16 at the Johns Hopkins 
Hospital, Baltimore 5. This five-and-one-half-day 
course is designed for physicians primarily inter- 
ested in internal medicine. Registration will be 
limited to 150 physicians, at a fee of $100 each. 
Further information should be obtained from Dr. 
Philip A. Tumulty, Chairman, Postgraduate Com- 
mittee. 


COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


155/1345 


A three-day course in neurology will be pre- 
sented May 14-16 at the University of Colorado 
Medical Center, 4200 E. Ninth Ave., Denver 20. 
Further information should be obtained from the 
office of Postgraduate Medical Education at the 
school. That school will also present a course in 
ophthalmology on July 6-9 at Aspen, Colo. 

The Eighth Annual Postgraduate Seminar for 
Pediatricians will be held at St. Christopher's Hos- 
pital for Children, 2600 N. Lawrence St., Philadel- 
phia 33, May 20-23. This four-day 25-hour course 
for full-time specialists will include as educational 
methods patient demonstration, live clinic, bedside 
rounds, clinical conference, seminar, lecture, panel 
discussion, open question periods, and audiovisual 
aids. The fee will be $75. Further information may 
be obtained from the Professor of Pediatrics, Tem- 
ple University School of Medicine, 3400 N. Broad 
St., Philadelphia 40. 

The Fourth Annual Postgraduate Course in Frac- 
tures and Other Trauma for full-time specialists 
will occur June 8-13 at Cornell University Medical 
College, 1300 York Ave., New York City 21. The 
six-day 44-hour course will include as educational 
methods, clinical conference, seminar, lecture, panel 
discussion, and question periods. The fee will be 
$150. For further information address Dr. Preston 
A. Wade at the Medical School. 

During the week beginning June 15, 1959, the 
Second Annual Refresher Course in Diagnostic 
Roentgenology will be held at the Cincinnati Gen- 
eral Hospital, Cincinnati 29. The course will pre- 
sent various aspects of diagnostic roentgenology 
with emphasis on fundamentals. Enrollment is lim- 
ited to radiologists and radiology residents, at a 
tuition fee of $150. Further information may be 
obtained trom Dr. Benjamin Felson, X-Ray Depart- 
ment of the Hospital. 

From June 18 through Aug. 1, 1959, the Univer- 
sity of Michigan School of Public Health, Ann 
Arbor, will present a course in health statistics. 
Further information may be obtained from the 
Director, Summer Program on Statistics in the 
Health Sciences, at the School of Public Health. 

The principles and techniques of tissue culture 
will be presented for medical research workers 
July 6-31 at the University of Colorado Medical 
School, by the Tissue Culture Association. This 
26-day course at a fee of $100 will include labora- 
tory work, seminars, lectures, with the enrollee 
performing as well as observing the procedures. 
Further information may be obtained from Dr. 
Mary S. Parshley, Columbia University College of 
Physicians and Surgeons, 630 W. 168th St., New 
York City 32. 
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MEDICAL NEWS 


ARIZONA 


Hospital Plans Neurological Wing.—A new four- 
story neurological wing costing more than one 
million dollars will be added to St. Joseph's Hos- 
pital, Phoenix, with construction starting in about 
a year. The addition is made possible by a gift 
from Charles A. Barrow and his family, of Litch- 
field Park, and his mother Mrs. Beatrice H. Barrow, 
of Franklin, Pa. Their donation of more than 
$500,000 is being matched with federal funds. The 
new wing will be known as the Barrow Neuro- 
logical Institute, honoring the memory of the late 
William E. Barrow, father of Charles and husband 
of Beatrice Barrow. It will be devoted to diagnosis, 
treatment, research, and training in neurology and 
neurological surgery and will be headed by Dr. 
John R. Green, of Phoenix, chairman of neurology 
and neurological surgery at St. Joseph’s. The 
Barrow Institute will have 50 beds at the outset 
plus surgery and clinical and research laboratories. 


CALIFORNIA 


Dr. Daniel Blain Named Director of Mental Health. 
—Dr. Daniel Blain, of Philadelphia, was named 
state director of mental hygiene, succeeding Dr. 
Marshall E. Porter, who will return to his former 
position as deputy director. A native of China and 
the son of missionary parents, Dr. Blain has been 
professor of clinical psychiatry at the University 
of Pennsylvania since 1958 and for 10 years be- 
fore that was medical director of the American 
Psychiatric Association in Washington, D. C. The 
new mental hygiene chief is presently serving part- 
time as director of mental health work for the 
Western Inter-State Commission on Higher Edu- 
cation. 


Society News.—At a meeting Jan. 20 of the Los 
Angeles Society of Allergy the following officers 
were elected for 1959: Dr. Ralph Bookman, presi- 
dent, Beverly Hills; Dr. Isadore Pitesky, vice- 
president, Long Beach; and Dr. Catherine G. 
Pearson, secretary-treasurer, Pasadena.——The off- 
cers for 1959 for the Metropolitan Dermatological 
Society of Los Angeles are: president, Dr. Eliot 
Wolk, Sherman Oaks; vice-president, Dr. Max 
Popper, Beverly Hills; and secretary-treasurer, Dr. 
Murray C. Zimmerman, 301 E. Hadley St., Whit- 
tier, Calif. 


Physicians are invited to send to this department items of news of 
xeneral interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Plan New Research Center.—The Cedars of Leba- 
non Hospital announced plans for the construction 
of a new research center. The new facility will be 
a two-story and full basement building of steel 
and reinforced concrete. This expansion will en- 
able the hospital to extend its research activity 
beyond the 100 scientific studies presently con- 
ducted there during the year, according to Dr. 
Leo G. Rigler, Cedars executive director. The 
chairman of the 11-million-dollar Cedars Medical 
Center Campaign, currently in progress, is Alfred 
Hart, hospital trustee and president of the City 
National Bank of Beverly Hills. Now under con- 
struction as another step in the Cedars Medical 
Center expansion program is the new Rehabilita- 
tion Center, totaling one million dollars and de- 
signed for treating arthritis, multiple sclerosis, heart 
disease, and crippling involvements. 


CONNECTICUT 


Fund to Honor Dr. Hamilton.—Dr. Alice Hamilton, 
of Hadlyme, a founder of the profession of occu- 
pational medicine, was honored on her 90th birth- 
day Feb. 27 by the establishment of a fund bear- 
ing her name at the Harvard School of Public 
Health, Boston. Dr. Hamilton is assistant profes- 
sor of industrial medicine, emerita, at Harvard. 
She served first the Harvard Medical School and 
then the School of Public Health from 1919 until 
her retirement in 1935. Dr. John C. Snyder, dean 
of the Harvard School of Public Health, said the 
Alice Hamilton Fund for Occupational Medicine 
was made possible by contributions from friends, 
admirers, former colleagues, and students of Dr. 
Hamilton. In 1910, when the State of Illinois started 
the first comprehensive survey of occupational dis- 
ease, Dr. Hamilton became the survey's director. 
In 1919 she joined the faculty of medicine at Har- 
vard as assistant professor of industrial medicine. 


DISTRICT OF COLUMBIA 

Dedicate Pre-Clinical Science Building.—The dedi- 
cation exercises of the Pre-Clinical Medical Science 
Building at Howard University College of Medi- 
cine, Washington, were held Sept. 15. The dedi- 
cation speaker was Mrs. Agnes E. Meyer, LL.D., 
who spoke on “A Plea for Scientific Humanism.” 
The new building occupies the location of the 
original Medical School-Hospital built in 1869. On 
the ground floor is a lecture hall with a capacity 
of 250 persons, designed for use by outside groups 
for scientific meetings and other purposes. The 
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department of anatomy has its office and gross 
anatomy sections on this floor. The departments 
of pathology and physiology are on the second 
floor and those of biochemistry, microbiology, and 
pharmacology are on the third floor. The new 
department of preventive medicine and_ public 
health and the audio-visual aids section are on 
the South West Wing of the second floor. There 
are two amphitheater-tvpe classrooms with a two- 
Hoor depth. The fourth and fifth floors are designed 
for research and animal care, and the sixth floor 
includes a unit for health care and study of insects. 
The fourth floor laboratories provide facilities for 
handling radioactive isotopes, high-speed centrifu- 
gation, thermal control, x-ray, and tissue culture. 
The fifth Hoor has facilities and operating suites 


The new Pre-Clinical Medical Science Building at Howard 
University, Washington, D. C. 


for surgical procedures. Mordecai W. Johnson, 
LL.D., president of Howard University, presided 
at the ceremonies. 


HAWAII 

Hospital Celebrates Fiftieth Anniversary.—The 
Kauikeolani Children’s Hospital of Honolulu is 
celebrating the 50th anniversary of its founding 
with scientific and social programs on April 19-22 
at the hospital and at Princess Kaiulani Hotel in 
Waikiki. Dr. Tague C. Chisholm, of the University 
of Minnesota Medical School, Minneapolis, and Dr. 
J. Roswell Gallagher, director, Adolescent Clinic, 
Children’s Hospital, Boston, will participate in the 
scientific program which also includes rounds at 
the hospital and at Hale Mohalu, Hansen's Disease 
Hospital. These meetings are open to the members 
of the medical profession. For information write 
Dr. Teruo Yoshina, Chief of Staff, Kauikeolani 
Children’s Hospital, 226 N. Kuakini St., P. O. Box 
3799, Honolulu 17, Hawaii. 
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ILLINOIS 


Poison Control Centers.—Dr. Roland R. Cross, di- 
rector, Illinois State Department of Public Health, 
on Feb. 16 announced that in January, 130 cases 
of accidental poisoning were reported to the de- 
partment by local poison control centers in down- 
state Illinois. Thirty-one hospitals in 23 downstate 
communities cooperate in the state accidental poi- 
soning report program. Each hospital provides 
emergency treatment and 24-hour telephone service 
to help physicians identify ingredients of various 
poisonous substances and to make treatment recom- 
mendations. All of the cases reported during Janu- 
ary in downstate [linois occurred in children under 
six years of age. Figures reported for the vear 1958 
indicated that 85% of all accidental poisoning 
occurs in children under 4 and that almost half 
of these cases involve a medicinal tablet of some 
form. Hospitals desiring to participate may address 
inquiries to Dr. Cross. 


Chicago 

Research Hospital Receives Merit Award.— Argonne 
Cancer Research Hospital received the U.S. Atomic 
Energy Commission’s million-hour Award of Merit 
for safetv Feb. 12. Dr. Leon O. Jacobson, professor 
of medicine at the University of Chicago and di- 
rector of the hospital, accepted the award. Argonne 
Hospital is operated for the AEC by the University 
of Chicago as part of the Universitv Clinics. Built 
in 1953, it reportedly was the first hospital espe- 
cially designed and equipped to use all known 
radiation sources in studies of the treatment. of 
cancer. The AEC Merit Award cites the hospital's 
freedom from accidents for 1,018,769 man hours 
from Novy. 2, 1955, to Sept. 30, 1955. It means that 
during this period no one working in the hospital 
lost any time from work because of injuries re- 
ceived on his job. Argonne Hospital employs 200 
persons. 


Lectures on Surgical History.—Thomas S. Jones, 
M.S., emeritus professor of medical and dental 
illustrations, University of Illinois, will present the 
seventh in a series of lectures on the history of sur- 
gery and related sciences at the International 
Surgeons Hall of Fame, 1524 Lake Shore Drive, 
March 24, 8 p. m., on “Evolution of Medical Hlus- 
trations. The lecture is open to physicians, medical 
personnel, and students, and to the public. There is 
no admission charge, but accommodations are lim- 
ited to 300. For reservations, telephone Miss Vir- 
ginia Cavanagh, Michigan 2-3555, or write to Dr. 
Ross T. McIntire, executive director, International 
College of Surgeons, 1516 Lake Shore Drive, Chica- 
go 10. Dr. Edward L. Compere, chairman, depart- 
ment of orthopedic surgery, Northwestern Univer- 
sity Medical School, will present the eighth lecture 
in the series April 14 on “The History of Surgery of 
Bones and Joints.” 
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KANSAS 


Professorship in Human Reproduction.—A research 
professorship in human reproduction at the Uni- 
versity of Kansas School of Medicine was an- 
nounced in January by Dean W. Clarke Wescoe. 
Named to the post is Dr. Thomas H. Clewe, who 
came to Kansas from the department of anatomy, 
Yale University, New Haven, Conn. Dr. Clewe’s 
academic appointment with the University of Kan- 
sas is assistant professor, and he is associated with 
the departments of anatomy and obstetrics and 
gynecology. The professorship and appointment of 
Dr. Clewe was made possible through gifts to the 
Kansas University Endowment Association by 
friends of the university. A laboratory has been set 
up at the medical school where Dr. Clewe will 
conduct his study of the physiology of reproduc- 
tion and application of tissue-culture techniques to 
the study of tubal function and fertilization. 


KENTUCKY 

Meeting on Public Health in Louisville—The 11th 
annual Kentucky Public Health Association meet- 
ing is to be held at the Sheraton Hotel, Louisville, 
March 31-April 2, featuring addresses by Dr. Ber- 
wyn F. Mattison, executive director, American 
Public Health Association, and Dr. Gaithel L. Simp- 
son, Greenville. An afternoon of “curbstone con- 
sultations” in the various disciplines of public 
health and another afternoon of special interest 
groups on school health, mental health, maternal 
and child health, public health tax, chronic diseases, 
and radiological health, are planned. April 2 will 
be devoted to section meetings. The health officers’ 
section has Dr. Fred E. Tosh, assistant medical 
director, Communicable Disease Center, Kansas 
City Field Station, U. S. Public Health Service, 
to speak on “The Problem of Histoplasmosis,” and 
Mr. Paul Vaal, director, St. Luke Hospital, Poison 
Control Center, Ft. Thomas, is scheduled to pre- 
sent a talk on “Poison Control Centers in Ken- 
tucky.” The nurses’ section has Dr. Walter D. Jones, 
medical director, District No. 4, Tuberculosis Hos- 
pital, Ashland, to speak on treatment trends in 
tuberculosis. At the laboratory section Dr. Malcolm 
L. Barnes, Louisville, and Morris Scherago, Ph.D., 
will discuss “The Relationship of the Division of 
Public Health Laboratories to the Private and Pub- 
lic Laboratory,” and Milford Hatch, Ph.D., Atlanta, 
Ga., will speak on “Fluorescein-tagged Antibody 
Techniques in Rapid Diagnostic Procedures.” 


MASSACHUSETTS 

Tufts Medical Alumni Dinner Meeting.—The an- 
nual Tufts Medical Alumni dinner meeting will be 
held on Wednesday evening, April 8, 1959, at the 
Somerset Hotel, Boston. The guest speaker will be 
Mr. Robert F. Kennedy, chief counsel, Senate Select 
Committee on Improper Activities in the Labor or 
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Management Field. Other speakers will be Presi- 
dent Nils Y. Wessell, Tufts University, and Dr. 
Joseph M. Hayman, dean of Tufts College Medical 
School. The 25-year class, M’34, will hold their 
25-vear reunion beginning April 6 and ending with 
the dinner meeting April 8. For information write 
Dr. Harry Blotner, Secretary, Tufts Medical Alumni 
Association, 136 Harrison Ave., Boston LI. 


MICHIGAN 


Lectureship Honors Dr. Darling.—An annual lec- 
tureship honoring Dr. Milton A. Darling, Detroit 
obstetrician and gynecologist, was announced Feb. 
25 by Wayne State University College of Medicine. 
Dr. Darling was specifically cited for his contribu- 
tion to medical education through his development 
of the resident training program in obstetrics and 
gynecology at Grace Hospital. He is president-elect 
of the Michigan State Medical Society, a past-presi- 
dent of the Wayne County Medical Society, and a 
diplomate of the American Board of Obstetrics and 
Gynecology. 


Report of Rabies.—Four animal rabies cases were 
reported in Michigan during the first five weeks of 
1959, and the Michigan Department of Health 
has urged dog and cat owners to have their 
animals vaccinated against rabies. The four rabies 
cases have been in widely scattered parts of the 
state. The first case was a pet dog owned by a 
farm family near West Branch. The dog died of 
rabies early in January after fighting with a wild 
skunk which presumably was rabid. A few days 
later, a young calf owned by a farmer north of 
Ann Arbor died of rabies. Source of the disease 
is not known in this case. Late in January, a dog 
owned by a family residing on the outskirts of 
Manistique died of rabies. A young boy was ex- 
posed to the disease by the dog and is receiving 
anti-rabies treatment. On Feb. 2, a pet cat owned 
by a family at Hart died of rabies. One member 
of the family was bitten by the cat nine days be- 
fore it died and is receiving treatment. Sources 
of the rabies in the Manistique and Hart cases also 
are unknown. The calf rabies case was confirmed 
by tests made at the Pasteur Institute at the Uni- 
versity of Michigan, Ann Arbor, and the other cases 
by tests at the Michigan Department of Health 
laboratories in Lansing. Last year Michigan had 
38 animal cases and no human cases—there had 
not been a human case since 1948. The 38 cases 
in 1958 included 11 in the Upper Peninsula; 1958 
was the first year since 1940 that rabies was re- 
ported north of the Straits. 


MISSOURI 


Annual Meeting in Kansas City.—The Missouri 
State Medical Association will hold its 101st annual 
session at the Muehlebach Hotel, Kansas City, 
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April 5-8. Four panel discussions are planned and 

the following papers will be presented by out-of- 

state speakers: 

Working Together for an Improved Missouri Mental Health 
Program, Dr. Addison M. Duval, Washington, D. C. 

The Increasing Menace of Carcinoma of the Lung, Dr. Alton 
Ochsner, New Orleans. 

Esophageal Hiatal Hernia, Dr. James H. Growdon, Little 
Rock, Ark. 

Abnormal Uterine Bleeding, Dr. Roy G. Holly, Omaha. 

Pancreatitis, Dr. Eric E. Wollaeger, Rochester, Minn. 

Recent Advances in Roentgenology of the Biliary System, Dr. 
Lester W. Paul, Madison, Wis. 

Present Day Concepts in the Treatment of Occlusive Cere- 
bral Vascular Disease, Dr. Clark H. Millikan, Rochester, 
Minn. 


Motion pictures, instruction courses, and exhib- 
its are planned, and the annual banquet will be 
held April 7, 7:30 p.m., with Rev. Carl S. Winters, 
Oak Park, Ill., as speaker. Dr. Ferdinand C. Hel- 
wig, of Kansas City, will moderate a clinical path- 
ologic conference the afternoon of April 6. 


NEVADA 


Cancer Seminar in Reno.—The American Cancer 
Society, Nevada Division, Inc., will present its an- 
nual Cancer Seminar March 25-26 at the Riverside 
Hotel, Reno. Two medical motion picture sessions 
on “Head and Neck Cancer, Tumors of Bone,” and 
on “Moles and Melanomas, Tumors of Childhood” 
are planned. Four panel discussions have been ar- 
ranged, and the following speakers and panelists 
are scheduled: 

Drs. Weldon Bullock and Maurice Galante, Los Angeles; 
John W. Cline and Glenn Sheline, San Francisco; Edward 
C. Hammond, Ph.D. director, statistical research, American 
Cancer Society, Inc., John F. W. King, and Carnelius P. 
Rhoads, New York City; Peter A. Linstrom and Max W. 
Wintrobe, Salt Lake City; Kenneth C. Sawyer, Denver; 
and Michael B. Shimkin, Bethesda, Md. 

The Seminar is certified for category 1 credit by 
the American Academy of General Practice. For 
information write Dr. Fred M. Anderson, 275 Hill 
St., Reno, Nev., Chairman, Seminar Committee. 


NEW YORK 
New York City 


Dr. Lillehei to Lecture.—The third Bernard Sutro 
Oppenheimer Lecture will be given in Hosack Hall 
of The New York Academy of Medicine, 2 E. 103 
St., April 2, 8:30 p. m. The lecturer will be Dr. 
C. Walton Lillehei, professor of surgery, Univer- 
sity of Minnesota Medical School, Minneapolis. Dr. 
Lillehei’s subject will be “Open Heart Surgery for 
Acquired and Congenital Heart Disease.” 


Dr. Kleiner Receives Award.—Israel S. Kleiner, 
Ph.D., director, department of biochemistry, New 
York Medical College, Flower and Fifth Avenue 
Hospitals, was awarded the third annual Van Slyke 
award of the New York Section, American Asso- 
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ciation of Clinical Chemists “in recognition of his 
pioneering contributions as a research investigator 
and as an educator.” Dr. Kleiner lectured on “Hypo- 
glycemic Agents—Past and Present.” 


Personal.—Dr. John J. Untereker, clinical instructor 
in physical medicine and rehabilitation at New 
York University-Bellevue Medical Center, was 
named director of the medical service at the In- 
stitute for the Crippled and Disabled, rehabilitation 
center at 23rd Street and First Avenue.——Dr. Na- 
dene Coyne was appointed coordinator of training 
for physicians in the department of physical medi- 
cine and rehabilitation of New York University— 
Bellevue Medical Center and director of the Respi- 
rator Center at Goldwater Memorial Hospital. 


Expand Rehabilitation Program.—The Institute for 
the Crippled and Disabled announced a major ex- 
pansion of its education and training services for 
students and professional people pursuing careers 
in the rehabilitation of handicapped persons. To 
head its expanded program, the institute has named 
Isabel Pick Robinault, Ph.D., as director of pro- 
fessional education and training. At the College 
of Physicians and Surgeons, Columbia University, 
she is supervisor of postgraduate cerebral palsy 
courses and an instructor in occupational therapy. 
According to Dr. Robinault, the expanded program 
will offer opportunities in professional rehabilita- 
tion specialties to persons engaged in undergradu- 
ate as well as graduate study. Technical training 
in nonprofessional subjects will be provided. Among 
the joint rehabilitation teaching activities of New 
York University and the Institute for the Crippled 
and Disabled is vocational rehabilitation counselor 
training for graduate students. Teaching activities 
to be continued include courses of 10 months dura- 
tion for makers and fitters of artificial limbs and 
braces, clinical affiliations for occupational and 
physical therapy undergraduates and for graduate 
nurses, psychologists, and rehabilitation counselors, 
a three-week course on the teamwork concepts of 
rehabilitation center operation, and six-week train- 
ing programs in the conduct of vocational evalua- 
tion programs for the disabled. The faculties will 
be drawn from the staff of the institute and the 
faculty of N. Y. U. Wherever feasible, a course 
will be offered in collaboration with New York 
University and other participating institutions and 
college credits will be given. 


OKLAHOMA 

New Low in Maternal Deaths.—A new low of 3.7 
maternal deaths per 10,000 live births, the lowest 
figure ever recorded in Oklahoma, is contained 
in a recent report by the division of vital statistics 
at the Oklahoma State Department of Health. 
Sepsis, toxemia, and hemorrhage are the major 
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causes of maternal mortality now as they were 
30 years ago, or even 10 vears ago, according to 
Dr. John W. Shackleford, director of the division 
of maternal and child health. 


OREGON 


Annual Alumni Meeting.—The 44th annual meet- 
ing of the University of Oregon Medical School 
Alumni Association will be held April 8-10 in the 
school’s library auditorium, Portland, according 
to Dr. John F. Larsell, president of the association. 
Registration will be 9-10 a. m. on the opening day. 
The group’s scientific session will be presented in 
conjunction with the Sommer Memorial Lectures. 
Category 2 postgraduate credit will be allowed for 
members of the American Academy of General 
Practice attending the meeting. Evening social 
events will include fraternity reunions on April 7; 
the invitational Sommer Memorial Lecture ban- 
quet, April 8; the Alumni Association banquet, 
April 9 at Piluso’s restaurant; and class reunions, 
April 10. Classes planning reunions include ‘34, 39, 
‘49, and °54. The alumni will elect new officers and 
hear committee reports at the annual business meet- 
ing scheduled for the morning of April 9. 


PENNSYLVANIA 

Program for Training of Geneticists.—The depart- 
ment of biostatistics in the University of Pittsburgh 
Graduate School of Public Health will start train- 
ing human geneticists next September. The pur- 
pose of this program will be to train research 
scientists who will study hereditary aspects of 
various diseases, particularly those relating to public 
health problems. Ching Chun Li, Ph.D., associate 
professor of biostatistics, will direct the new pro- 
gram. Dr. Li, who was head of the department of 
agronomy at National Peking (China) University, 
has been on the faculty of The Pitt Graduate School 
of Public Health since 1951. He has specialized in 
population genetics and is currently president-elect 
of the Society of Human Genetics. The program 
has been designed for advanced students who are 
trained in biology and have received at least a 
master’s degree. The course of study will be tail- 
ored to the background and research interest of 
each student. 


TEXAS 


Annual Clinical Conference in Dallas.—The 28th 
annual spring clinical conference of the Dallas 
Southern Clinical Society will be held March 23-25 
at the Statler Hilton Hotel, Dallas. Postgraduate 
lectures, round-table luncheons, panel discussions, 
and exhibits are planned. The following are listed 
as guest speakers: 
Drs. Leo H. Bartemeier, Baltimore; Elmer Belt, Howard P. 
House, and J. Vernon Luck, Los Angeles; Edward P. Caw- 


ley, Charlottesville, Va.; Robert J. Coffey and Frank D. 
Costenbader, Washington, D. C.; Jerome W. Conn, Ann 
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Arbor, Mich.; Charles Eckert, Albany, N. Y.; Philip J. 
Hodes, Irving H. Leopold, and William A. Sodeman, Phila- 
delphia; Charles A. Janeway and Frank D. Lathrop, Bos- 
ton; John W. Kirklin, Rochester, Minn.; Frank R. Lock, 
Winston-Salem, N. C.; Samuel B. Nadler, New Orleans; 
and Ernest Winslow, San Francisco 


For information write the Dallas Southern Clin- 
ical Society, 433 Medical Arts Building, Dallas 1, 
Texas. 


VERMONT 
General Practice Meeting in Burlington.—A regular 
meeting of the Vermont Chapter, American Acad- 
emy of General Practice, will be held March 26 in 
the DeGoesbriand Memorial Hospital Auditorium 
beginning at 9:30 a.m. Dr. John C. Twitchell, Bur- 
lington, has arranged the following papers by Bur- 
lington participants: 

New Approaches to Speech and Hearing Rehabilitation, In- 
troduction: Dr. Robert P. Smith. 

Management of Hearing Loss; Medical-Surgical Aspects, 
Dr. Rufus C. Morrow. 

Management of Speech Disturbances, (1) Neurological As- 
pects: Dr. Herbert L. Martin; (2) Rehabilitation Aspects: 
Frank J. Falck, Ph.D. 

Treatment of Coronary Insufficiency, Dr. Ellsworth L. Ami- 
don. 

Modern Concepts in Therapy of Tuberculosis, Dr. Sinclair T. 
Allen. 

Oral Treatment of Diabetes, Dr. George W. Welsh, III. 

The Neurological Examination, Dr. George A. Schumacher. 


VIRGINIA 


Annual Lecture.—The Alpha Mu chapter of the Phi 
Delta Epsilon Fraternity will hold its annual lec- 
tureship series March 21 at 10:30 a. m. in the Ben 
Johnston Auditorium of the Medical College of 
Virginia, Richmond. The guest speaker will be Dr. 
Cushman D. Haagensen, professor of surgery, Co- 
lumbia University College of Physicians and Sur- 
geons, New York City. His subject is “Current Ther- 
apy of Carcinoma of the Breast.” 


GENERAL 

Glaucoma Identification Card.—A glaucoma identi- 
fication card for nationwide distribution was an- 
nounced by The National Medical Foundation for 
Eye Care. The card, similar in purpose to the 
diabetes identification card, will alert examining 
physicians that the patient has glaucoma and is 
using drugs. The names of the patient and of the 
ophthalmologist who prescribed the drugs appear 
on the card, together with the prescription. The 
glaucoma card also carries the spectacle prescrip- 
tion of the patient. The cards were printed as a 
public service by Abbott Laboratories, and are be- 
ing initially distributed to physicians by the labora- 
tories. Packets of the cards may be obtained by 
writing to the foundation office, 250 W. 57th St., 
New York 19, or directly to Professional Services, 
Abbott Laboratories, North Chicago, I]. Education 
of the general public to the threat of glaucoma and 
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other eye diseases, with emphasis on the importance 
of regular medical eve care, is a basic purpose of 
The National Medical Foundation for Eye Care. 


National Meeting of Chemists in Boston.—The 
135th national meeting of the American Chemical 
Society will be held in Boston April 5-10. Chemists 
and chemical engineers from the United States 
and foreign countries will hold technical sessions in 
10 of Boston's major hotels and auditoriums 
throughout the week, with the society's Northeast- 
ern Section as host. Prof. John C. Bailar Jr., of the 
University of Illinois, president of the society, will 
preside at a general assembly in John Hancock fail 
April 6. Nobel Prize-winning chemist, Vincent du 
Vigneaud, head, department of biochemistry, Cor- 
nell Medical College, New York City; Prof. Robert 
B. Woodward, of Harvard, Boston; and Lewis H. 
Sarett, Ph.D., of Merck, Sharpe & Dohme Research 
Laboratories, Rahway, N. J., will attend. Progress 
in cancer research, chemical investigation in the 
fields of vitamins, proteins, and hormones and the 
development of a new class of antidepressant com- 
pounds will be discussed in sessions of the divisions 
of medicinal and biological chemistry. A report also 
will be made on recent research on the physiologi- 
cal effects of tobacco smoke. The American Chem- 
ical Society has more than 86,000 members and has 
155 local sections serving 48 states, the District of 
Columbia, Puerto Rico, and Hawaii. 


Select Orthopedic Surgeons as Exchange Fellows. 
Four American orthopedic surgeons selected as ex- 
change fellows for a 7-week visit to England this 
spring are Dr. James S. Miles, University of Colo- 
rado Medical Center; Dr. Sherman S$. Coleman, of 
the University of Utah School of Medicine; Dr. 
John P. Adams, Washington, D. C.; and Dr. An- 
drew H. Crenshaw, of Memphis, Tenn. They were 
advised of their selection by the American Ortho- 
pedic Association, which designates the visiting 
group every other vear. The British Orthopedic 
Association makes the selections in the even vears, 
and sent five physicians to the U. S. in 1958. The 
four surgeons will sail on the Queen Marv in April. 
During the stay in England the group will visit 
orthopedic centers and hospitals, will attend scien- 
tific meetings and conferences, and will be guests at 
social functions. Their expenses will be paid by the 
American Orthopedic Association. The U. S. quar- 
tet will have an audience with Queen Elizabeth, 
and will attend the annual meeting of the British 
association in May. They will return to the United 
States on the liner Queen Elizabeth in time for the 
meeting of the American Orthopedic Association at 
Lake Placid, N. Y., June 16-18. Physicians selected 
for participation in the exchange fellow program 
are under 40 years of age and are chosen for their 
“outstanding records and their professional interest 
in either private or academic medicine.” 


EXAMINATIONS AND LICENSURE 
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Award for Research in Norway.—The American- 
Scandinavian Foundation, which each year offers 
a number of awards for study in Scandinavia as 
part of its program to increase understanding be- 
tween the United States and the Scandinavian 
countries, has announced the availability of one 
Clifford N. Carver Fellowship of $900 in Norweg- 
ian currency for medical research in Norway. Ap- 
plicants must be American Citizens who have com- 
pleted their college education. Ordinarily they 
should be under 40 years of age. No knowledge of 
Norwegian is required. Applicants will be judged 
on their plan of study and their ability to carry it 
out as indicated in the completed application. It is 
important that the plan of study be fully explained: 
it should be stated where the work will be done, the 
reasons for wishing to undertake or continue studies 
in the particular field, and the long-range profes- 
sional objectives. The grants may be used in any 
way the grantee sees fit to aid him in his study. 
Normally they are paid in four installments. It is 
expected that the award winner will spend an 
academic year abroad. Applicants should plan to 
begin their study not later than Jan. 1. While an 
applicant may also apply for grants through other 
organizations, winners of ASF awards should not 
accept any other award without first consulting the 
foundation. Applications close April 1. For inform- 
ation and application, write the American—Scan- 
dinavian Foundation, 127 E. 73d St., New York 21. 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


National Board of Medical Examiners: Part II] only, April 
21-22; Parts I and II, June 16-17; Part I only, Sept. 9-10. 
Examinations must be received at least six weeks in ad- 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL. 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates: Sta- 
tions around the world, Sept. 22. Final date for filing ap- 
plication is June 22. Exec. Director, Dr. Dean F. Smiley, 
1710 Orrington Ave., Evanston, IIl. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

ALASKA:*® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

AnIZONA:°® Examination. Phoenix, Apr. 15-17. Reciprocity 
and Endorsement. Phoenix, April 18. Exec. Sec., Mr. 
Robert Carpenter, 826 Security Bldg., Phoenix. 

ARKANSAS:* Examination and Reciprocity. Little Rock, June 
11-12. Sec., Dr. Joe Verser, Harrisburg. 


¥ 
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DeLawareE: Examination. Dover, July 14-16. Endorsement. 
Dover, July 23. Sec., Dr. Joseph S$. McDaniel, Professional 
Bldg., Dover. 

FLoriwwa:® Examination. Miami Beach, June 21-23. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Grorcia: Examination and Reciprocity. Atlanta, June 10-11. 
Sec., Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

Ipano;: Examination and Endorsement. Boise, July 13. Exec. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

ILuinois: Examination. Chicago, April 6-9. Reciprocity. Chi- 
cago, April 10. Supt. of Registration, Mr. Fredric B. 
Selcke, Capitol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 17-19. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

lowa:® Examination. lowa City, June 15-17. Exec. Sec., Mr. 
Ronald V. Saf, State Office Bldg., Des Moines 19. 

Kansas:*® Examination and Endorsement. Kansas City, June. 
Sec., Dr. F. J. Nash, New Brotherhood Bldg., Kansas City. 

Kentucky: Examination, Louisville, June 8-10. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Maine: Examination and Reciprocity. Portland, March 10-12. 
Sec., Dr. Stephen A. Cobb, Sanford. 

ManryLaNnp: Examination. Baltimore, June 23-26. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 

Micuican:® Examination. Ann Arbor and Detroit, June 8- 
10. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

MINNEAPOLIS: ° Examination. Minneapolis, April 21-23. Rec- 
iprocity. Minneapolis, April 23. Sec., Dr. F. H. Magney, 
230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination and Reciprocity. Jackson, June 
22-24. Sec., Dr. A. L. Gray, Old Capitol, Jackson 13. 

Missount: Reciprocity. Kansas City, April 6. Examination. 
St. Louis, May 29-30. Exec. Sec., Mr. John A. Hailey, Box 
4, State Capitol Bldg., Jefferson City. 

MonTANA: Examination and Reciprocity. Helena, April 7. 
Sec., Dr. Thomas L.. Hawkins, 555 Fuller Ave . Helena. 
NEBRASKA:° Examination. Omaha, June 15-17. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin- 

coln 9. 

Nevapa:® Examination and Reciprocity. Reno, March 3. Sec., 
Dr. G. H. Ross, 112 North Curry St., Carson City. 

New Jersey: Examination. Trenton, June 16-19. Sec., Dr. 
Royal A. Schaaf, 28 West State St., Trenton 8. 

New Mexico:® Examination and Reciprocity. Sante Fe, May 
18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe. 

New York: Examination. New York, Rochester, Syracuse, 
Buffalo and Albany, June 23-26. Sec., Dr. Stiles D. Ezell, 
23S. Pearl St., Albany. 

NortH CARrouina: Examination. June 15-18. Asst. Sec., Mrs. 
Louise J. McNeill, 716 Professional Bldg., Raleigh. 

Nortu Dakora: Examination and Reciprocity. Grand Forks, 
July 8-11. Sec., Dr. C. J. Glaspel, Box 228, Grafton. 

Ou10: Endorsement. Columbus, April 7. Examination. Co- 
lumbus, June 18-20. Sec., Dr. H. M. Platter, 21 West 
Broad St., Columbus 15. 

OKLAHOMA:® Examination. Oklahoma City, June 2-3. Exec. 
Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

OrEGON:*® Written. Portland, Apr. 17-19. Ex. Sec., Mr. How- 
ard |. Bobbitt, 609 Failing Bldg., Portland 4. 

PENNSYLVANIA: Examination and Endorsement. Philadelphia 
and Pittsburgh, July 1-3. Sec., Mrs. Margaret G. Steiner, 
Box 911 Harrisburg. 

RuovE IsLanp:* Endorsement. Providence, March 26. Exam- 
ination. Providence, April 2-3. Administrator of Profession- 
al Education, Mr. Thomas B. Casey, 366 State Office 
Bldg., Providence. 

SoutH Carouina: Reciprocity. Columbia, May 12; Examina- 
tion. Columbia, June 23-24. Sec., Dr. H. E. Jervey, Jr., 1829 
Blanding St., Columbia. 
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SoutH Daxota:*® Examination. Sioux Falls, Aug. 25-26. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

TENNESSEE: Examination. Memphis, March 25-26. Sec., Dr. 
H. W. Qualls, 1635 Exchange Bldg., Memphis. 

Texas:* Examination and Reciprocity. Fort Worth, June 
22-24. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Uran: Examination and Reciprocity. Salt Lake City, July 
810. Dir., Mr. Frank E. Lees, 324 State Capitol Bldg., 
Salt Lake City 1. 

Vincinia: Examination. Richmond, June 18-20. Endorse- 
ment. Richmond, June 17. Address: Board of Medical 
Examiners, 631 First St., S. W., Roanoke. 

WASHINGTON: Examination. Seattle, July 13-15. Adminis- 
trator, Mr. Thomas A. Carter, Capitol Bldg., Olympia. 
West Vircinia: Reciprocity and Endorsement. Charleston, 
April 13. Examination. Charleston, June. Sec., Dr. Newman 

H. Syer, State Office Bldg., No. 3, Charleston 5. 

WIsCONSIN:° Written. Milwaukee, July 14-16. Reciprocity. 
Madison, April 17 and Milwaukee, July 15. Sec., Dr. 
Thomas W. Tormey, Jr., 1140 State Office Bldg., Madison. 

Wyominc: Examination and Reciprocity. Cheyenne, June 1. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arizona: Examination. Tucson, March 17. Sec., Mr. Her- 
man E, Bateman, University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 4-5. Sec., Dr. 
S. C. Dellinger, University of Arkansas, Fayetteville. 

Cotorapo: Examination. Denver, May 6-7. Sec., Dr. Esther 
B. Starks, 1459 Ogden St., Denver 18. 

Connecticut: Examination. New Haven, June 6. Exec. Asst. 
Mrs. Regina G. Brown, 258 Bradley St., New Haven 10. 
Districr or CovtumBia: Examination. Washington, May 
18-19. Address: Mr. Paul Foley, Deputy Director, 1740 

Massachusetts Ave., N. W., Washington. 

Fiorma: Examination. Miami, June 6. Sec., Mr. M. W. 
Emmel, University of Florida, Box 340, Gainesville. 

lowa: Examination. Des Moines, April 14. Sec., Dr. Elmer 
W. Hertel, Wartburg College, Waverly. 

Kansas: Examination. Kansas City, June 2-3. Sec., Dr. L. C. 
Heckert, Pittsburg. 

MicHiGAN: Examination. Ann Arbor and Detroit, May 8-9. 
Sec., Mrs. Anne Baker, West Michigan Ave., 116 Stevens 
T. Mason Bldg., Lansing. 

MINNESOTA: Examination. Minneapolis, April 7-8. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Minne- 
sota, Minneapolis. 

NEBRASKA: Examination. Omaha, May 5-6. Director, Mr. R. 
K. Kirkman, Bureau of Examining Boards, 1009 State 
Capitol Bldg., Lincoln. 

New Mexico: Examination. Santa Fe, April 19. Sec., Mrs. 
Marguerite Cantrell, P. O. Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, Mar. 27-28. Exec. 
Sec., Mrs. L. Haidek, 813 Braniff Pldg., Oklahoma City. 

SourH Daxora: Examination. Vermillion, June 5-6. Sec., 
Dr. Gregg M. Evans, 310 East 15th St., Yankton. 

TENNESSEE: Examination. Memphis, Mar. 25-26. Sec., Dr. 
O. W. Hyman, 62 South Dunlap St., Memphis 3. 

Texas: Examination. Austin, Galveston, Houston, Apr. 17-18. 
Certificates issued by reciprocity and waiver on the first and 
fifteenth of each month. Sec., Bro. Raphael Wilson, 407 
Perry-Brooks Bldg., Austin. 

WASHINGTON: Examination. Seattle, July 8-9. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

Wisconsin: Examination. Madison, April 4. Final date for 
filing application is March 27. Milwaukee, June 6. Final 
date for final application is May 29. Sec., Mr. W. H. 
Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


VETERANS ADMINISTRATION 


Neuropsychiatric Meeting.—The Ninth Annual In- 
stitute in Psychiatry and Neurology, sponsored by 
the VA Hospital, Lyons, N. J., and the New Jersey 
Neuropsychiatric Association, will be held Wednes- 
day, April 1, at the VA Hospital, Lyons, N. J. The 
registration fee is $1. Military personnel and full- 
time veterans administration personnel may register 
without charge. The meeting will be held in build- 
ing 5 and will start at 10 a. m. The program for 
the morning session will be as follows: 

Relation of Epinephrine and Norepinephrine to 
Psychophysiologic Disease by William M. Manger, 
M.D., and Eric B. Schwarz, M.D. 

Research in Social Psychiatry: Goals and Guide- 
lines by Leo Srole, Ph.D. 

Ego Breakdown in Schizophrenia and Its Impli- 
cation for Casework Treatment by Esther S$. Mar- 
cus, MLS. 

Treatment of Hemiplegia by John Untereker, 
M.D. 

The program for the afternoon session under the 
chairmanship of Ralph E. Snyder, M.D., will be: 

Abnormality of Cerebral Transmission—A Neuro- 
physiological Approach to Cerebral Disturbance 
by Amadeo Marrazzi, M.D. 

The Current Status of Tranquilizers by Frank 
Ayd Jr., M.D. 

Depressions—Recognition and Treatment by Leo 
Alexander, M.D. 

The after-dinner speaker, Allan B. Monro, M.D., 
superintendent, Long Grove Hospital, Epsom Sur- 
rey, England, has for his subject “Comparative As- 
pects of British and American Psychiatry.” 


Dr. Barnwell Honored.—Dr. John B. Barnwell of 
the Veterans Administration was selected as one 
of the 10 top career men in the federal government 
for 1958-1959 by the National Civil Service League. 
The honor carries with it one of the league’s an- 
nual Career Service awards. Dr. Barnwell, who 
heads medical research and education for the VA 
in Washington, D. C., was cited for his part in 
organization of the VA-Armed Forces cooperative 
study of chemotherapy of tuberculosis. 


PUBLIC HEALTH SERVICE 


Manual on Staphylococcic Diseases.—The Com- 
municable Disease Center, Atlanta, Ga., has de- 
veloped a 289-page training reference entitled, 
“Selected Materials on the Environmental Aspects 
of Staphylococcal Diseases.” This volume, com- 


piled by the Environmental Health Training Sec- 
tion, consists of 30 reprints together with ap- 
pendices of additional readings, available training 
aids, outline of the hospital environment, and 
sources of further assistance. The selected articles 
contain information on hospital design; water and 
liquid waste disposal; solid waste storage, collec- 
tion, and disposal; air hygiene; laundry and linen 
service; housekeeping; disinfection and _ steriliza- 
tion; and the hospital environment in general. 
Copies of the manual are available from the Super- 
intendent of Documents, U. S$. Government Print- 
ing Office, Washington 25, D. C., at a cost of $1.50 
per copy. 


CIVIL SERVICE COMMISSION 


Openings for Physicians.—About 200 medical of- 
ficers will be needed by the federal government this 
vear for professional assignment in all of the spe- 
cialties. Experience requirements range from doc- 
tors who have just completed their internship to 
those who have had highly responsible professional] 
experience. The positions are located throughout 
the United States and in foreign countries. Starting 
salaries range from $7,510 to $12,770 a year. The 
major employers of medical officers in the federal 
government are the Army, Navy, and Air Force 
installations (civilian service); the Public Health 
Service; Indian Service Hospitals; the Food and 
Drug Administration; St. Elizabeths Hospital in 
the District of Columbia; and the Children’s Bu- 
reau. 

Federal medical officers have an opportunity to 
do challenging research work in helping to main- 
tain national health and to search for the causes 
of human diseases. They also care for patients in 
hospitals, clinics, military establishments, and other 
government organizations. The greatest need in 
these establishments has been in the fields of gen- 
eral medicine and surgery, nutrition, public health, 
tuberculosis, venereal disease, roentgenology, pa- 
thology, radiology, physical medicine and rehabili- 
tation, and psychiatry. Medical officers serve as 
consultants in the administration of state medical 
programs, conduct programs and supervise med- 
ical personnel in industrial establishments which 
are under the direction of federal departments, or 
conduct health programs in a federal agency. They 
also make medical decisions which affect the en- 
forcement of federal laws and claims for compensa- 
tion on the basis of physical and mental disability, 
and they perform many other types of administra- 
tive work. Doctors who desire further information 
regarding these positions should obtain a copy of 
Announcement 178 at a post office or from the 
U. S. Civil Service Commission, Washington 25, 
D. C. Applications will be accepted until further 
notice. 
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DEATHS 


Auslander, Morris, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1908: veteran of World War I; since 1942 served 
on the local Selective Service Board; formerly on 
the staff of the Lutheran Hospital; died Jan. 5, 
aged 71. 


Barlow, Edward Callistus Georgetown, Ky.; Pulte 
Medical College, Homeopathic, Cincinnati, 1901; 
veteran of World War I; died in the John Graves 
Ford Memorial Hospital Nov. 17, aged 82. 


Barnebee, James William “ Kalamazoo, Mich.; 
Rush Medical College, Chicago, 1901; formerly 
practiced in Mendon, where he was health officer 
for many years; associated with the Bronson and 
Borgess hospitals; served as examining physician 
for the local Selective Service Board; died in the 
Bronson Hospital Dec. 19, aged 80. 


Beasley, Thomas J. Indianapolis; Indiana Medical 
College, School of Medicine of Purdue University, 
Indianapolis, 1907; veteran of the Spanish-Ameri- 
can War; served on the staffs of the Methodist, 
Community, and Indianapolis General hospitals; 
died Dec. 30, aged 78. 


Benkendorf, Richard Clark ™ Bushnell, Ill; Chi- 
cago Medical School, 1936; member of the Amer- 
ican College of Chest Physicians and the American 
Trudeau Society; veteran of World War Il; mem- 
ber of the city health department; on the staff of 
St. Francis Hospital in Macomb, where he died 
Jan. 8, aged 50. 


Blau, Arthur Isidor, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1913; a senior public health physician with the city 
department of health; served as health officer in 
Harlem, in the Red Hook-Gowanus district of 
Brooklyn and in Jamaica, Queens, and also as 
health officer of the Borough of Queens; in 1947- 
1948 directed the Bureau of Health Education; 
past-president of the Greater New York Public 
Health Officers’ Association; died in the Memorial 
Hospital Jan. 8, aged 67. 

Brake, C. Bernard, Dearborn, Mich.; Detroit Col- 
lege of Medicine and Surgery, 1921; died Dec. 10, 
aged 68. 

Brooks, Everett Hayden “) Bloomington, Wis.; the 
Hahnemann Medical College and Hospital, Chi- 
cago, 1897; for many years practiced in Appleton; 
specialist certified by the American Board of Oto- 


™) Indicates Member of the American Medical Association. 


laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the 
American College of Surgeons; died Dec. 17, 
aged 86. 


Brown, James Erroll ©) Pittsburgh; Western Penn- 
sylvania Medical College, Pittsburgh, 1904; an 
associate member of the American Medical Asso- 
ciation; died Dec. 16, aged 79. 


Brown, James Steven Sr., Hendersonville, N. C.; 
Northwestern University Medical School, Chicago, 
1893; associated with Margaret R. Pardee Me- 
morial Hospital, where he died Dec. 26, aged 92. 


Burthe, Joseph Leopold, New Orleans; Medical De- 
partment of Tulane University of Louisiana, New 
Orleans, 1897; died in the Ochsner Foundation 
Hospital Dec. 30, aged 83. 


Bushman, Louis Bernard ® Omaha, Neb.; John A. 
Creighton Medical College, Omaha, 1903; for many 
years on the faculty of his alma mater; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmol- 
ogy and Otolaryngology; fellow of the American 
College of Surgeons; associated with St. Catherine's 
Hospital, Douglas County Hospital, and Creighton 
Memorial St. Joseph’s Hospital, where he died Dec. 
30, aged 81. 


Carman, William L., Irwin, Pa.; Kentucky School 
of Medicine, Louisville, 1905; veteran of World 
War I; died in the Veterans Administration Hos- 
pital, Pittsburgh, Dec. 3, aged 81. 


Chiles, William Wallace, Chesterfield, S. C.; Uni- 
versity of Arkansas School of Medicine, Little Rock, 
1927; veteran of World War 1; died Dec. 16, 
aged 65. 


Chung, Margaret Jessie, San Francisco; College of 
Physicians and Surgeons, medical department of 
the University of Southern California, Los Angeles, 
1916; for a short time psychiatric criminologist for 
Illinois; at one time associated with Kankakee (IIL) 
State Hospital; died Jan. 5, aged 69. 


Crawford, Frank Wallis “ Holbrook, Mass.; Tufts 
College Medical School, Boston, 1909; veteran of 
World War I; past-president of the Norfolk South 
District Medical Association; past-president and 
charter member of the Randolph Rotary Club; as- 
sociated with the Goddard Memorial Hospital in 
Brockton and South Shore Hospital in Weymouth; 
died Dec. 30, aged 76. 
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Critchfield, Charles Louis, Waverly, Ohio; Ohio 
State University College of Medicine, Columbus, 
1938; formerly associated with the Orient (Ohio) 
State School; died Dec. 30, aged 46. 


Crocker, Samuel H., Stantonsburg, N. C.; Kentucky 
School of Medicine, Louisville, 1894; served as 
mayor of Stantonsburg and as chairman of the 
school board; instrumental in organizing the Plant- 
ers Bank and served as its first president; for many 
years a director of the Federal Land Bank of Co- 
lumbia, S. C.; died Dec. 13, aged 91. 


Croom, Gabe Holmes “ Asheville, N. C.; North 
Carolina Medical College, Charlotte, 1909; served 
overseas during World War I; died Dec. 26. 
aged 74. 


Davis, John Joseph % Brooklyn; Queen’s Univer- 
sity Faculty of Medicine, Kingston, Ont., Canada, 
1894: died Dec. 10, aged 85. 


Deich, Jacob Frank ) Boston; Tufts College Medi- 
cal School, Boston, 1927; specialist certified by the 
American Board of Obstetrics and Gynecology; 
fellow of the l.iernational College of Surgeons and 
the American College of Surgeons; served on the 
faculty of his alma mater; on the staffs of the Boston 
City and Beth Israel hospitals; died Dec. 28, 
aged 54. 


DeLaney, Oscar Minton, Clovis, Calif.; Washington 
University School of Medicine, St. Louis, 1922; 
died Dec. 18, aged 63. 


Dickson, Harry Ellis, Marietta, Ohio; Ohio State 
University College of Medicine, Columbus, 1914; 
died Dec. 27, aged 70. 


Dieffenbach, Richard Hagen “) Newark, N. J.; born 
in 1883; Columbia University College of Physicians 
and Surgeons, New York City, 1904; member of 
the founders group of the American Board of Sur- 
gery; specialist certified by the American Board of 
Thoracic Surgery; member of the American Asso- 
ciation for Thoracic Surgery and New York Tho- 
racic Society; fellow of the American College of 
Surgeons; past-president of the Anatomical and 
Pathological Society of New Jersey; associated with 
Clara Maass Memorial Hospital, where he was for 
many years president of the staff, and the Essex 
County Hospital in Belleville, Alexian Brothers 
Hospital in Elizabeth, St. Mary's Hospital in 
Orange, Columbus Hospital, Martland Medical 
Center, St. Barnabas Medical Center, St. Michael's 
Hospital, St. James Hospital, Newark Eye and Ear 
Infirmary, and Presbyterian Hospital; member of 
the board of directors of the Bank of Commerce; 
died Jan. 2, aged 75. 


Dredge, Homer Percy ™ Sandstone, Minn.; Rush 
Medical College, Chicago, 1896; for many years 
health officer; served as president of the Pine 
County School Board; for many years member of 
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the school board; at one time practiced in Belview 
and served as coroner of Redwood County; in 1955 
was selected as the first member of the Sandstone 
Hall of Fame; died in the Asbury Hospital, Minne- 
apolis, Nov. 27, aged 88. 


Epeneter, Franz Joseph, Portland, Ore.; State Uni- 
versity of Iowa College of Medicine, Iowa City, 
1911; died in the Physicians and Surgeons Hospital 
Dec. 29, aged 69. 


Fitzgerald, Don Felipe ® Wayzata, Minn.; Univer- 
sity of Minnesota College of Medicine and Surgery, 
Minneapolis, 1903; died at Lake Minnetonka Dec. 
aged 91. 


Fonvielle, William Bassette Rockford, How- 
ard University College of Medicine, Washington, 
D. C., 1928; member of the American Academy of 
General Practice; veteran of World War II; on the 
staff of St. Anthony Hospital; died Dec. 31, aged 59. 


Fowler, Russell Story, Brooklyn; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1895; past-president of the Medical So- 
ciety of the County of Kings, the Brooklyn Surgical 
Society, and the Clinical Society of Wyckoff Heights 
Hospital; specialist certified by the American Board 
of Surgery; founder, life member, and past-gov- 
ernor of the American College of Surgeons; hon- 
orary director emeritus of surgery at the Wyckoft 
Heights Hospital, where for many years he was 
chief surgeon; consultant, Methodist, Maimonides, 
and Bay Ridge hospitals; author of many books on 
surgery; died Jan. 5, aged $4. 


Fraser, Noah Edward, Conway, Ark.; \lemphis 
(Tenn.) Hospital Medical College, 1908; past-presi- 
dent of the Faulkner County Medical Society; on 
the staff of the Conway Memorial Hospital, where 
he died Dec. 21, aged 78. 


Frazier, Harry Orwin ™ Salt Lake City, Utah; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1936; past-president and secretary of the Inter- 
mountain Ophthalmological Society and the Pan 
American Association of Ophthalmology; veteran 
of World War II; on the staff of the Latter-Day 
Saints Hospital; died Dec. 31, aged 52. 


Geoghegan, Thomas Whitney, St. Paul, \inn.; Uni- 
versity of Buffalo School of Medicine, 1925; medi- 
cal director of the St. Paul Red Cross Program; 
served during World War II and was decorated 
tor his services in the South Pacific; died Jan. 10, 
aged 57. 


Gold, Bertha Benjamin, Jersey City, N. J.; Woman's 
Medical College of the New York Infirmary for 
Women and Children, New York City, 1897; vice- 
president and board member of the Hudson County 
Hebrew Home for Orphans and Aged; died Jan. 9, 
aged 84. 
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Grace, Joseph B., Bismarck, N. D.; John A. Creigh- 
ton Medical College, Omaha, 1912; died Dec. 21, 


aged 77. 


Groebner, Otto Andrew ™ Sioux Falls, S$. D.; Uni- 
versity of Minnesota Medical School, Minneapolis, 
1917; served overseas during World War I, on the 
staffs of the Sioux Valley and McKennan hospitals; 
died Dec. 21, aged 65. 


Hamilton, Burke Coonley, New York City; Syracuse 
University College of Medicine, 1906; veteran of 
World War I; served with Red Cross commission 
to Balkan States; died in St. Vincent's Hospital 
Dec. 21, aged 77. 


Harding, James Sylvester, Baltimore; George Wash- 
ington University School of Medicine, Washington, 
D. C., 1924; on the staffs of Bon Secour Hospital 
and St. Joseph's Hospital, where he died Dec. 20, 
aged 60. 


Hartmann, Richard Anthony Effingham, IIL. 
Stritch School of Medicine of Loyola University, 
Chicago, 1951; member of the American Academy 
of General Practice; past-president of the Effing- 
ham County Medical Society; on the staff of St. 
Anthony Hospital; died in Hollywood, Calif., Jan. 1, 
aged 35. 


Hollingshead, Lyman Benajah, Springfield, Ill; 
Medico-Chirurgical College of Philadelphia, 1906; 
veteran of World War I; formerly practiced in 
Pemberton, N. ]., where he served as mayor; died 
Nov. 18, aged 82. 


Holmes, Hal Buck, Conway, S. C.; Medical College 
of South Carolina, Charleston, 1926; veteran of 
World War I; on the staff of the Conway Hospital; 
died in Myrtle Beach Dec. 27, aged 62. 


Howard, Marion Edith, Cali, Colombia, South 
America; Johns Hopkins University School of Medi- 
cine, Baltimore, 1931; served as assistant physician 
at the Johns Hopkins Hospital and Dispensary; 
formerly an intern and resident at the New Haven 
(Conn.) Hospital; for many years on the faculty of 
Yale University School of Medicine in New Haven, 
Conn., where she was associate clinical professor 
of medicine, and associate physician, department 
of university health; specialist certified by the 
American Board of Internal Medicine; fellow of 
the American College of Physicians; died Jan. 5, 
aged 59. 


Huff, Bolivar, Camp Verde, Ariz.; University Medi- 
cal College of Kansas City, Mo., 1900; formerly 
associated with the Indian Service; died in the Good 
Samaritan Hospital, Phoenix, Dec. 5, aged 89. 

Hurley, George Ira, Eugene, Ore.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1909; fellow of the 
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American College of Surgeons; served overseas 
during World War I; on the staff of the Sacred 
Heart Hospital; died Dec. 31, aged 81. 


Hurst, Julius Harold, Lubec, Maine; Yale University 
School of Medicine, New Haven, 1904; Colum- 
bian University Medical Department, Washington, 
D. C., 1908; veteran of World War I; fellow of the 
American Association for the Advancement of Sci- 
ence; formerly associated with the U. S. Public 
Health Service and Veterans Administration; died 
in the New England Baptist Hospital, Boston, Dec. 
10, aged 85. 


Johnston, Henry Vernon ® Pungo, Va.; Columbian 
University Medical Department, Washington, D. C., 
1907; died in the Walter Reed Army Hospital, 
Washington, D. C., Dec. 21, aged 75. 


Kobes, Herbert Richard ® Springfield, Il.; Harvard 
Medical School, Boston, 1930; clinical associate 
professor of pediatrics, University of Illinois College 
of Medicine; specialist certified by the American 
Board of Pediatrics and the American Board of 
Preventive Medicine; member of the American 
Academy of Pediatrics and the American Public 
Health Association; director of the University of 
linois Division of Services for Crippled Children 
in Springfield since 1945; director of the Center for 
Handicapped Children at Research and Educational 
Hospitals; died Jan. 10, aged 54. 


Koory, Shickrey B., Woodland Hills, Calif.; Creigh- 
ton University School of Medicine, Omaha, 1907; 
at one time on the faculty of his alma mater; died 
in Van Nuys Nov. 6, aged 74. 


Laguardia, Attilio, New York City; born Sept. 23, 
1903; Columbia University College of Physicians 
and Surgeons, New York City, 1927; specialist 
certified by the American Board of Psychiatry; 
member of the American Psychiatric Association; 
formerly on the faculty of the Ohio State Univer- 
sity College of Medicine in Columbus; assistant 
commissioner of mental hygiene for the state of 
Ohio from 1945 to 1947; from 1947 to 1949 chief of 
mental hygiene for the Veterans Administration 
office in Columbus, Ohio; for many years associated 
with the Rockland State Hospital in Orangeburg, 
N. Y.; on the staff of the Hillside Hospital; died in 
the University Hospital Jan. 5, aged 55. 


Molliver, Henry ® Chelsea, Mass.; Middlesex Col- 
lege of Medicine and Surgery, Cambridge, 1933; 
on the staff of the Chelsea Memorial Hospital; 
member of the American Academy of General 
Practice; died in the Beth Israel Hospital Dec. 23, 
aged 54. 


Perry, Julia Wygant, Forest Hills Gardens, N. Y.; 
Woman's Medical College of Pennsylvania, Phila- 
delphia, 1891; died Dec. 17, aged 94. 
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Preiser, Samuel Aaron, New York City; Long Island 
College Hospital, Brooklyn, 1910; associated with 
Mount Sinai, Beth Israel, and Montefiore hospitals; 
died in the Bellevue Hospital Dec. 4, aged 74. 


Reeves, John Herbert ® Chicago, IIl.; Bennett Col- 
lege of Eclectic Medicine and Surgery, Chicago, 
1896; veteran of World War I; died Jan. 14, aged 84. 


Simmons, Albert Vander Veer % Maplewood, N. J.; 
University and Bellevue Hospital Medical College, 
New York City, 1907; for many years on the staff 
of the Orange (N. J.) Memorial Hospital; died in 
Ballston Spa Jan. 4, aged 74. 


Smith, Gilbert Elden “ Spartanburg, S. C.; Univer- 
sity of [linois College of Medicine, Chicago, 1934, 
specialist certified by the American Board of Radi- 
ology; on the staff of the Spartanburg General 
Hospital; died Dec. 3, aged 50. 


Standish, James Herbert “ Hartford, Conn.; Uni- 
versity of the City of New York Medical Depart- 
ment, New York City, 1895; on the courtesy stafts 
of Hartford and St. Francis hospitals; died Dec. 22, 
aged 88. 


Sterrett, William Preston “ Humansville, Mo.; 
Ensworth Medical College, St. Joseph, 1900; past- 
president of the Wyandotte County (Kan.) Medical 
Society; served on the faculty of the University of 
Kansas School of Medicine in Kansas City, Kan., 
where he practiced for many years and where he 
was on the staff of the Bethany Hospital, where he 


died Dec. 19, aged 99. 


Strack, Gustave ® Brooklyn; University and Belle- 
vue Hospital Medical College, New York City, 
1903; died in the Brooklyn Hospital Nov. 12, 
aged 83. 


Swartz, George Krumrine “ Fort Myers, Fla.; 
born in Tusseyville, Pa., April 23, 1897; University 
of Pennsylvania School of Medicine in Philadel- 
phia, 1924; specialist certified by the American 
Board of Psychiatry and Neurology; member of 
the American Psychiatric Association; veteran of 
World War I; formerly associated with the U. S. 
Public Health Service Reserve; at one time on the 
faculty of his alma mater and Baylor University 
College of Medicine in Houston, Texas; at various 
times affiliated with the Veterans Administration 
Hospital in Coatesville, Pa., on the staff of the 
Norristown (Pa.) State Hospital, Battle Creek 
(Mich.) Sanitarium, and the Missouri Baptist Hos- 
pital in St. Louis; died in the Lee Memorial Hos- 
pital Dec. 20, aged 61. 


Thomas, Joseph Edward ® Plant City, Fla.; born 
in Studa, Pa., Oct. 30, 1921; Georgetown University 
School of Medicine, Washington, D. C., 1948; certi- 
fied by the National Board of Medical Examiners; 
specialist certified by the American Board of Sur- 
gery; interned at St. Elizabeth's Hospital in Youngs- 
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town, Ohio, where he served a residency; formerly 
a resident at St. Vincent’s Hospital in Jacksonville, 
Fla., and St. Thomas Hospital in Nashville, Tenn.; 
in 1952 called into service with the Air Force and 
served in the Azores; on the staff of the South 
Florida Baptist Hospital; died in the Veterans Ad- 
ministration Hospital, Bay Pines, Dec. 31, aged 37. 


Thomson, Allen Milo, Santa Rosa, Calif.: Univer- 
sity Medical College of Kansas City, Mo., 1898; a 
surgeon in the Navy during the Boxer Rebellion 
and the Spanish-American War; veteran of World 
War I; died Dec. 24, aged 82. 


Tuohy, Edward Boyce “ Los Angeles; born in 
Duluth, Minn., March 17, 1908; University of 
Pennsylvania School of Medicine, Philadelphia, 
1932; interned at the Ancker Hospital in St. Paul; 
went to Rochester, Minn., on Oct. 1, 1933, as a 
fellow in medicine at the Mayo Foundation; in 
1935 changed to anesthesiology; on April 1, 1935, 
was appointed a first assistant in anesthesiology 
and on Oct. 1, 1935, was appointed to the staff of 
the Mayo Clinic as a consultant in anesthesiology; 
received the master of science in anesthesiology 
from the University of Minnesota in 1936; an in- 
structor in anesthesiology in the Mayo Founda- 
tion, Graduate School, University of Minnesota 
in 1937, assistant professor in 1940, and associate 
professor in 1945; resigned in 1947 and accepted 
the appointment as professor of anesthesiology 
and head of the department of anesthesiology at 
Georgetown University School of Medicine in 
Washington, D. C.; later appointed clinical pro- 
fessor of surgery (anesthesiology) at the University 
of Southern California School of Medicine in Los 
Angeles; specialist certified by the American Board 
of Anesthesiology and a member of the board of 
directors from 1950 to 1956; veteran of World 
War II; promoted to the grade of lieutenant col- 
onel in the reserve corps in 1954; delegate, section 
on anesthesiology, American Medical Association, 
1957-1958, and member of its House of Delegates 
in 1949, 1952, 1954, 1956, and 1958; past-president 
of the American Society of Anesthesiologists; mem- 
ber of the International College of Surgeons, 
American College of Anesthesiologists, California 
Society of Anesthesiologists, American Society for 
Experimental Pharmacology and Therapeutics, 
American Association for the Advancement of 
Science, the Society of the Sigma Xi, the Alumni 
Association of the Mayo Foundation, the Nu Sigma 
Nu and Chi Psi fraternities; on the staffs of St. 
Vincent's, California, and St. John’s hospitals, and 
the Hospital of the Good Samaritan; served as 
consultant in anesthesiology to the U. S. Naval 
Medical Center and the U. S. Public Health Serv- 
ice, and a senior consultant in anesthesiology to 
the U. S. Air Force; contributed more than 100 
papers to the medical literature, chiefly on anes- 
thesia; died Jan. 12, aged 50. 
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FOREIGN LETTERS 


AUSTRIA 


Parathyroid Insufficiency in Children.—At the meet- 
ing of the Society of Pediatrics in Vienna in De- 
cember, Dr. H. H. Jesserer stated that although 
parathyroid insufficiency is rare in children it is 
of practical significance because of its misleading 
symptoms. The disease may occur in all stages of 
life, even in the neonatal period, and it may lead 
to epileptiform or tetanic convulsions. The epilepti- 
form convulsions occur more frequently and often 
lead to an erroneous diagnosis. Later retardation of 
physical development; anomalies of the teeth; mor- 
bid changes of the nails, hair, and skin; or a lam- 
ellar cataract may develop and point to the correct 
diagnosis. All these changes can be prevented by 
the administration of dihydrotachysterol or vita- 
min D. The prognosis of this disease depends 
largely on an early diagnosis and appropriate 
treatment. If, because of an erroneous diagnosis, 
proper treatment is delayed, irreversible changes 
of hypoparathyvroidal cretinism may occur. 


Cervical Biopsies at Delivery.—At the meeting of 
the Society of Gynecology and Obstetrics in Vienna 
in December, Drs. V. Gruenberger and R. Ulm re- 
ported on cervical biopsy specimens taken from 110 
women immediately post partum. These showed ex- 
cessive hyperemia and edema, marked thinning of 
the pavement epithelium, hypertrophy of the mu- 
cosa, and round cell infiltration. Less than half of 
the specimens showed a pronounced decidual re- 
action. In 28 the border of the cylinder pavement 
epithelium was outside the opening of the cervix 
located at the margin of a glandular ectopia and 
in 22 it was within the opening of the cervix, since 
epidermization extended into the cervical canal. 
Atypical changes of the pavement epithelium were 
present in only eight patients. No malignant de- 
generation of the pavement epithelium was seen. 
In view of these findings the possibility of an in- 
volution of the atypical pavement epithelium up 
to the end of pregnancy is suggested. 


BRAZIL 


Wandering Spleen.—In January, at the 20th anni- 
versary meeting of the Sanatorio Sao Lucas of Sao 
Paulo, Dr. E. B. Ribeiro gave a lecture on wander- 
ing spleen. He stressed the difficulties of diagnosis 
as the wandering spleen may occupy any part of 
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in the various foreign countries. 


the abdominal cavity, where it may be mistaken 
for a tumor. The patient usually goes to a doctor 
only when acute torsion develops. A thorough ex- 
amination is not always possible because the sever- 
itv of the symptoms may call for immediate oper- 
ation. In the Brazilian medical literature, only six 
cases of wandering spleen with torsion of the 
pedicle have been reported. Dr. Ribeiro’s patient 
(the seventh) was operated on, as generally hap- 
pens, with the diagnosis of torsion of the pedicle 
of an ovarian cyst. The patient was a 15-vear-old 
girl who several vears earlier received a blow to her 
left hypochondrium. After that accident and since 
her seventh vear she had been aware of a wander- 
ing abdominal tumor. Acute symptoms appeared 
only when the torsion occurred. When she was 
examined, a mass was felt in the left lower quad- 
rant of her abdomen, disappearing into the pelvis. 
This condition is much more frequent in women 
than in men. 


CANADA 


Blood Transfusions and Jehovah's Witnesses.—Head- 
line news was recently made by the refusal of mem- 
bers of Jehovah’s Witnesses to let their children re- 
ceive blood transfusions under any circumstances. 
The controversy is not new but has reached new 
heights. The current episode began early in Novem- 
ber, when the son of a Witness was shot in the leg, 
lost a lot of blood, and required a blood transfu- 
sion as a lifesaving measure. The Children’s Aid 
Society in Manitoba, where permission for this 
necessary Measure was being withheld by the par- 
ents, wished to have the boy made their ward 
because of alleged parental neglect, but unfortu- 
nately the legal procedure involved delayed a de- 
cision until the boy had died. Soon afterward a 
lawyer told a panel of physicians that in seven or 
eight cases he had advised doctors in a similar 
situation to give a transfusion and risk a court 
action, since he believed that there was not one 
chance in 5 million of a doctor concerned being 
charged with assault. He said that he did not see 
how anyone could face damages after saving a life. 
This advice was frowned on by the secretary of 
the Canadian Medical Association, who pointed 
out that parents had a perfect right to accept or 
reject treatment offered, and that it would be 
difficult for a physician to state categorically that 
without a transfusion a certain patient would in- 
evitably die. The secretary of the Canadian Medi- 
cal Protective Association, speaking on the same 
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panel, believed that a physician had no right to 
do anything to a child without the consent of the 
parent or guardian. 

In mid-December this same problem arose in 
Toronto where at the Hospital for Sick Children a 
child with erythroblastosis required a transfusion 
and the parents, Jehovah's Witnesses, refused per- 
mission. When the situation had become desperate, 
a court awarded custody of the infant to the Chil- 
dren’s Aid Society. Within four minutes of the an- 
nouncement of the decision the first transfusion 
had begun, and the child’s condition improved 
steadily. A plan by the counselor for the Witnesses 
to appeal the decision to the Ontario Supreme 
Court was dropped, but the case continued to ex- 
cite argument in the press, with Bible scholars, 
ministers, rabbis, and lawyers all giving opinions, 
and with the likelihood that the precedent set 
will be followed on future occasions. 


Hospital Insurance.—Well over 50% of Canadians 
are covered by government hospital insurance 
schemes. In recent months Ontario, which started 
its compulsory scheme on Jan. 1, enrolled over 90% 
of the population and introduced some additions to 
the original plan. For example it was agreed that 
patients in approved nursing homes would have 
their bills paid by the plan, and the government 
intends to use 600 vacant beds in tuberculosis 
sanitariums for care of chronic and convalescent 
invalids under the scheme. Moreover, it raised its 
payments to hospitals for outpatient visits from 30 
cents to $1.50, as a measure toward making better 
use of outpatient departments and relieving the 
crowding of hospital beds. This is of particular 
benefit to teaching hospitals, in which costs of run- 
ning outpatient departments are high (for a To- 
ronto hospital costs are about $3.50 a visit and rev- 
enue about $1.30). Hospitals will receive from the 
government a special depreciation grant for 1959 
of $150 per bed against debt retirement, future de- 
preciation, and future expansion. Similar grants 
have been made in the past, but there was no cer- 
tainty that they would continue. The aim of the 
new plan is to encourage hospitals to provide more 
accommodation. 


Dental Services Insurance.—Organized medicine 
has long recognized the need for some form of in- 
surance for medical care among the less privileged 
sections of the population and has also held that 
schemes for the provision of such services will 
function more efficiently if they are controlled by 
the profession than if they are controlled by the 
government. Dentists are now expressing similar 
sentiments, and at a November meeting the secre- 
tary of the Royal College of Dental Surgeons sug- 
gested a national health scheme including both 
medical and dental services. A plan has been oper- 
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ating in Saskatchewan for three-and-one-half years, 
and is being adapted for use in Alberta and On- 
tario in 1959, whereby a patient may receive nec- 
essary dental care and pay for it in installments 
without third-party participation. Patients arrange 
with their dentists about payment over an agreed 
period and are charged an initial service fee of $1 
plus 30 cents a month if the account is under $150. 
Dentists are charged 1% on accounts remitted and 
a $35 membership fee. In addition, a welfare plan, 
with payment by the government, provides basic 
dental care for dependent children or dependent 
foster children qualifying under the Mothers and 
Dependent Children Act of 1957. Payment is at 
the rate of 70 cents a month for each child in- 
volved. The editor of the Canadian Dental Associa- 
tion Journal defended such schemes vigorously. 


Thrush in Nurseries.—Harris and co-workers (Can- 
ad. M. A. J. 79:891, 1958) studied thrush (neonatal 
candidiasis) at the New Mount Sinai Hospital, 
Toronto, with a view to its elimination from the 
hospital nurseries. The departments of obstetrics, 
pediatrics, and pathology cooperated in this study, 
which involved 1,442 consecutive pregnant patients 
and their infants. Cultures were made from vaginal 
smears of all patients before preparation for labor, 
and cultures were made of oral swabs taken from 
all the infants on the first or third day and on the 
day of discharge. The incidence of vaginal candi- 
diasis was 17.6%; oral cultures made from about 
20% of the infants of these women were positive; 
and 11.4% suffered from thrush. Among those 
women from whom negative cultures were made 
the incidence of contamination was low. The use of 
antibiotics or douches was not a factor in contam- 
ination, but early rupture of the membranes ap- 
peared to have some protective effect on transmis- 
sion from the vagina to the infant. Breast-feeding 
did not appear to increase the incidence of infec- 
tion. Of 714 infants treated prophylactically with 
nystatin by oral instillation only 0.4% developed 
thrush, whereas of 728 control infants 4% devel- 
oped this infection. The dose now recommended is 
100,000 units instilled into the mouth on the second 
and fifth days of life. The last 615 babies so treated 


have all been free from thrush. 


Q Fever.—In 1956, for the first time, a case of Q 
fever was reported and some time later it was 
pointed out that a large proportion of the provin- 
cial population appeared to have in their blood 
antibodies capable of complement fixation in the 
presence of the specific antigen of Q fever. Pavi- 
lanis and co-workers (Canad. Pub. Health J. 49:520 
{Dec.] 1958) reported an epidemic in the little 
town of Princeville, Quebec, with a population of 
2.700, in which over 33% of the workers at the local 
abattoir were involved (62 cases within 17 days), 
and nobody else. The illness was at first thought to 


be a Salmonella infection, but it did not respond to 
antibiotics, and serum agglutination tests were in- 
conclusive, so the provincial epidemiologist was 
consulted. The clinical signs were those of an acute 
respiratory virus infection, and only employees 
handling the carcasses and viscera of slaughtered 
animals were affected. 

Two teams, one for laboratory testing and an- 
other for veterinary investigation, were formed. 
The laboratory showed by serologic tests that the 
causative agent was Coxiella burnetii and_ this 
agent was also isolated from four sample of ewe 
placenta. It was also found that 9.9% of the bovine 
population of the province either was or had been 
infected with this agent. The sheep of the province 
were more infected than those in northern Calif- 
ornia, with a positive incidence of 59% in a series of 
91 tested. The sheep parasite Melophagus ovinus 
seemed to be a vector. 


Unions Consider Medical Plan.—On Jan. 15 a con- 
ference of Toronto trade union leaders appointed 
a committee to investigate the possibility of estab- 
lishing a new medical care program, after union 
welfare experts had criticized existing medical plans 
as inadequate and recommended instead a group 
practice plan with salaried physicians as the most 
desirable type. The union specialists particularly 
criticized the major medical plans underwritten by 
commercial carriers. One spokesman said, “With 
the deductible and co-insurance features of these 
plans, we would estimate that the average Toronto 
trade unionist and his family would be paying the 
greater share of their medical costs out of their own 
pockets.” He believed that there was insufficient 
emphasis in current plans on the maintenance of 
health or the prevention of illness. Although the 
federal-provincial hospital plan was praised, the 
absence of outpatient coverage was lamented. A 
deadline of 18 months has been set by the confer- 
ence for a report and a second conference to put 
the program into effect. The idea is presumably to 
get a pilot scheme going in Toronto as a model 
for more widespread plans later. 


Traffic Accidents.—A pilot study of persons in- 
jured in traffic accidents who were treated in the 
Montreal General Hospital and the Montreal Chil- 
dren’s Hospital in a six-month period was made 
by Ruth McDougall (Canad. M. A. J. 80:18, 1959). 
Although this study could not be taken as represent- 
ative of accidents in the city as a whole, since only 
§.3% of all injured came to these two hospitals, it 
revealed the basic ignorance surrounding these 
common occurrences. While more passengers were 
treated than drivers, statistics do not show whether 
the passenger is in greater danger than the driver 
since the police do not keep figures for total pas- 
sengers in such accidents. Although the risk to pe- 
destrians appears to be greatest among the very 


170/1360 FOREIGN LETTERS 


J.A.M.A., March 21, 1959 


young and the very old, there is no percentage es- 
timation of the risk in these age groups. The com- 
monest type of accident was a collision between 
two vehicles, and the greatest number of accidents 
occurred between midnight and 4 a. m., but no 
figures for traffic density by four-hour periods are 
available. 

Of 294 such patients treated at the Montreal 
General Hospital 79.3% were treated as outpatients 
and 20.7% were admitted. Of the outpatients it ap- 
pears that 43.5% did not really need hospital serv- 
ices. Only three fractures (fibula, maxilla, and a 
cervical vertebra) were missed. Of the 294 patients 
1.2% had fatal, 19.8% serious, and 79% minor in- 
juries. Only four patients were left with a perma- 
nent disability. Whereas among those 15 years of 
age or over only 31.1% were pedestrians, 77.4% of 
the children under 15 were pedestrians. The need 
for uniform accident reporting across Canada is 
stressed, so that areas of high incidence can be 
compared with those of low incidence. 


Homosexual Transmission of Syphilis.—Early in 
1957 the increase in infectious syphilis noted in 
other parts of Canada and the United States sud- 
denly became evident in British Columbia, and it 
was found that increasing numbers of male patients 
at the venereal disease clinic in Vancouver were 
admitting to male contacts. There had been an epi- 
demic of venereal disease in this area among homo- 
sexuals in 1951. fn 1957, 77% of men teated for 
early syphilis in Vancouver clinics admitted homo- 
sexual activity, and there were a number of cases 
of gonorrhea as well. In reporting this significant 
change in disease pattern Larsen (Canad. M. A. J. 
80:23, 1959) pointed out that homosexuals with 
venereal disease appear to be more promiscuous 
than their heterosexual counterparts and are there- 
fore a greater potential menace. It is also likely 
that some contacts are being missed by private 
practitioners. The most effective method of dealing 
with this situation lies in the examination of the 
greatest possible number of contacts, which de- 
pends on cooperation of the patients. 


Pneumocystic Pneumonia.—While over 2,000 cases 
of pneumonia due to Pneumocystis carinii have 
been reported from Europe, the total in the Ca- 
nadian literature now stands at only 23. Berdnikofft 
(Canad. M. A. J. 80:1, 1959) recently described 14 
cases from Montreal, giving full details for the last 
3 in his series. He noted that the age incidence lay 
between 2 and 4 months, and that about 40% of 
cases were in premature infants. Debility due to 
previous infection or neurological disease seemed 
to be an important factor, and in each patient the 
illness started suddenly with periods of dry unpro- 
ductive cough and signs of suffocation. Oxygen us- 
ually brought temporary relief to the cyanosis and 
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tachypnea. There was no fever. A diagnostically sig- 
nificant feature may be the occurrence of a symp- 
tom-free period of a few days after the onset of the 
disease, which was observed in seven of the au- 
thor’s patients. Auscultatory signs were usually 
absent, though pneumothorax was not rare. Leuko- 
cyte counts and roentgenograms were diagnosti- 
cally unreliable. All the 14 patients in this series 
died, although some patients are reported to have 
recovered. In the same issue (ibid. 80:35, 1959) 
Junger and Wyllie of Montreal report another case 
of pneumocystic pneumonia that was diagnosed 
during life, in a 3-month-old premature child with 
brain damage. A chest roentgenogram was recog- 
nized by a European physician as typical of inter- 
stitial plasma cell pneumonia due to this organism. 
The child was cyanotic but without fever or abnor- 
mal physical signs in the chest. Death the next day 
led to autopsy confirmation of the diagnosis. 


DENMARK 


Bronchial Asthma in School Children.—Sven Fran- 
sen (Acta Allergol. 12:341-357, 1958) reported that 
for the school year 1949-1950 an incidence of bron- 
chial asthma of 0.8% was found among school chil- 
dren in Copenhagen. The incidence was highest at 
ages 9 to 12 years. Over 33% were girls. The fre- 
quency of nonattendance increased gradually with 
the intensity of the disease. Many children had a 
high frequency of nonattendance, and about 20% 
had been absent from school for more than a quar- 
ter of the school year. With regard to knowledge, 
the children did well in spite of prolonged non- 
attendance; almost 33% were above average and 
less than 17% below. Over 25% of the boys and al- 
most 50% of the girls were wholly or partly excused 
from physical exercise and sports. Chronic sequelae 
of the asthma in the form of deformity of the tho- 
rax, emphysema, and faulty carriage were seen in 
17%. About 25% had not been referred for specialist 
treatment of the disease and the author considered 
that there was insufficient treatment of this disease 
among school children. 


Epilepsy in Children.—Dr. S$. Brandt (Nordisk 
medicin, Jan. 15, 1959) reviewed his experiences 
with 100 epileptic children who, after treatment in 
hospital, had been kept under ambulant observa- 
tion. He studied their reactions under home condi- 
tions, noted the choice and dosage of drugs, kept 
a look-out for symptomatic epilepsy with a view to 
rendering air-encephalography unnecessary in some 
cases, and attempted by systematic blood counts 
to avoid untoward drug reactions. The epilepsy 
was symptomatic in 16 patients, cryptogenic and 
nonfamilial in 54, and cryptogenic but possibly 
familial in 30. In 30 the epilepsy had begun before 
the age of 2 years. Using the frequency of epileptic 
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attacks as an index, the results of ambulant treat- 
ment were as follows: 53 were free from attacks, 
19 were improved, and 28 were unchanged. These 
findings were, on the whole, confirmed by electro- 
encephalography. The outlook appeared to be best 
for the children with symptomatic epilepsy and 
worst for those with defective intelligence and sub- 
ject to different types of attack. Some of the chil- 
dren suffering from petit mal relapsed even after 
an interval of several years’ freedom from attacks. 


Can Routine Blood Counts Prevent Drug Re- 
actions?—In Ugeskrift for lager for Jan. 15, Dr. 
T. K. With questioned the value of blood counts 
in the prevention of agranulocytosis, and the 
thrombopenias and hemolytic anemias induced by 
drugs. His scrutiny of the history of blood counts 
in this connection failed to reveal any solid basis 
for them, and it is significant that there is as yet 
no unanimity over the procedure to be followed. 
A craving to insure against a hematological mishap 
has made many take refuge in a laboratory test 
which has become hallowed by usage. It is not onlv 
of doubtful value, but may also create a false sense 
of security. Clinical control based on the vigilance 
of the patient is the only effective measure. At 
every consultation he must be reminded of the risk 
involved in taking the drug in question, and he 
must discontinue it at once and consult his physi- 
cian on the development of fever, malaise, sore 
throat, or a rash. The physician may then arrange 
for a differential white blood cell count and, if 
necessary, he may repeat it frequently for about 
two weeks after withdrawal of the drug. Routine 
serial blood counts per se, however, are of such 
doubtful value and cause so much inconvenience 
to patient and laboratory that, in With’s opinion, 
they should be abandoned entirely. 


New Succinimide for Petit Mal.—The new succini- 
mide, PM 680, was tested by Trolle and Kiérboe 
(Nordisk medicin, Dec. 11, 1958) for 16 months at 
the Rigshospital in Copenhagen and the Odense 
City Hospital on 34 children (aged 3 to 15 years) 
and 4 adults suftering from petit mal attacks or 
allied conditions. Among them were six who also 
suffered from grand mal attacks. The usual initial 
dose was one 250-mg. capsule of the drug once a 
day. Every second or third day the dosage was 
increased by 250 mg., and for children between 10 
and 12 it was usually 2 Gm. daily, given in three 
doses during the day. In some patients the dosage 
was much higher without definite side-effects. In 
some it took several months to determine the opti- 
mal dosage. Fourteen patients were completely 
relieved of their attacks, and classification of the 
patients according to the duration of their ailments 
showed that those fared best whose illness had 
lasted less than five years. The four adults did not 
fare well. Electrocardiograms in 6 of 37 patients 
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became normal and in 18 showed marked improve- 
ment. A good correlation was established between 
the electrocardiographic and clinical findings. 
There were no side-effects necessitating withdrawal 
of the drug, and no abnormal changes developed 
in the blood periodically submitted for leukocyte 
counts. In addition to the 14 patients who became 
seizure-free, 17 showed a 50 to 99% reduction in 
seizure frequency. Only seven showed no improve- 
ment. In several patients the drug was found to be 
superior to earlier succinimide preparations and 
to produce fewer undesirable side-effects. 


Surgery in the Elderly.—In 1946, the proportion of 
the population of Copenhagen aged 70 vears or 
more was 4.8%. In the same vear, 3.6% of the pa- 
tients in department A of the Bisperbjerg Hospital 
were in this age group. There were thus fewer 
elderly patients than might be anticipated from 
the age distribution of the population. Ten vears 
later the situation was reversed. The elderly inhabi- 
tants had risen to 6.8% and the number of such 
patients in hospital had risen to 9.2%. As a result. 
hospital mortality has risen. In the same decade 
the number of hospital patients over 70 and re- 
garded as operable had risen from 25 to 50%, 
according to Dr. E. Amdrup and co-workers 
(Danish Medical Bulletin, December, 1958) who 
noted that twice as many of these patients are now 
operated on as were so treated in 1946 and the 
operative mortality has fallen. It must be antici- 
pated that more and more patients over 70 will 
require operation. Indeed it would seem that old 
age is now hardly ever a contraindication per se 
for surgical treatment. 


GERMANY 


Iron-Binding Capacity of the Serum.—Lange and 
Oberhoffer (Deutsches Arch. klin. Med. 204:697. 
1958) stated that the serum iron plays an important 
role in the differential diagnosis of diseases asso- 
ciated with jaundice. Clinical trials were conducted 
to determine the iron-binding capacity (FeBC) of 
serum in hepatic disease and in health. The test in- 
cluded 60 patients with hepatitis (maximum icter- 
us), 26 with hepatic cirrhosis, 25 with obstructive 
jaundice, and 60 healthy controls. Uncomplicated 
acute hepatitis was found to be characterized by 
marked hypersideremia. The maximum FeBC was 
also increased in most patients, although less mark- 
edly. The latent FeBC was below normal. The 
serum iron level was below or within normal limits 
in most patients with obstructive jaundice. The 
maximum FeBC was reduced and the latent FeBC 
was normal in 17 of the 25 patients. 

In those with cirrhosis, the serum iron pattern 
was irregular. There were normal as well as low- 
ered and slightly increased values. The maximum 
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FeBC was usually markedly lowered and the latent 
FeBC was reduced in 23%. The pattern of these 
values may be of diagnostic and, perhaps, prog- 
nostic importance. Intercurrent infections may give 
misleading values, as these processes are not liver- 
specific. The observed increase of maximum FeBC 
in patients with hepatitis has not vet been ex- 
plained. The decrease of FeBC in chronic diseases 
mav be due to disturbance of transferrin synthesis. 
In acute breakdown of hepatic function, a marked 
decrease of FeBC may occur, which may explain 
the abrupt fall of the serum iron level. 


Parathyroid Tetany.—Tetany not only consists in 
spasm but also in other svmptoms included in the 
term latent tetany. The serum calcium level in para- 
thyroid deficiency is important. The fact that most 
tetanic patients have normal blood calcium levels 
(69 of 71 patients) gives rise to the question of 
whether these patients also have a parathyroid de- 
ficiency. K. W. Essen (Deutsches med. J. 9:410. 
1958) believes that a subthalamic tetany center, 
which directs neuromuscular excitability of the 
periphery, may be excited by hypocalcemia (para- 
thyroid deficiency ) as well as by alkalosis (hyper- 
ventilation or loss of chlorine and acid), organic 
cerebral lesions, and constitutionally or disposi- 
tionally lowered excitability threshold (tetanic 
manifestations after stress). 

The acute tetanic attack can be interrupted by 
the intravenous injection of a simple calcium salt. 
but complex calcium salts have not proved effec- 
tive. For long-term treatment of hypocalcemic tet- 
any, dihydrotachysterol and vitamin D are useful, 
while injections of parathyroid hormones are super- 
fluous. In contradistinction to other authors, Essen 
concluded from the good results he obtained that 
dihydrotachysterol should also be used to treat 
normocalcemic forms of tetany in order to com- 
pensate a partial parathyroid deficiency (without 
hypocalcemia ), to correct an alteration of the acid- 
base equilibrium of central origin, and to correct 
the ultrafiltrable serum calcium. 


Prednisone for Tuberculosis—H. D. Renovanz 
(Arztl. Wehnschr. 13:805, 1958) attempted to de- 
termine in vitro and in vivo, whether an alteration 
of sensitivity occurs in resistant strains of Myco- 
bacterium tuberculosis under the effect of cortisone 
and its derivatives. He found that there are no 
differences in the type and course of tuberculosis 
between sensitive and resistant strains and that no 
alteration of sensitivity of resistant strains occurs. 
He treated 50 tuberculous children and adolescents 
under tuberculostatic protection with prednisone. 
Marked improvement was achieved in 27 and com- 
plete radiologic remissions occurred in § of these. 
The condition remained unchanged in seven, and 
in five only the more recent, inflammatory perifocal 
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patches receded. In the others there was a distinct 
aggravation of the disease. In one patient a reacti- 
vation occurred during treatment and in five others 
it occurred four to eight weeks after termination 
of treatment. Adjuvant treatment with steroid hor- 
mones is recommended for extensive tuberculous 
changes of recent origin in childhood and adoles- 
cence if the tuberculous changes have proved re- 
sistant to specific therapy. With a dosage of 10 to 
20 mg. daily for 45 days, which is gradually with- 
drawn with the use of ACTH, nonspecific side- 
effects are not to be expected. Prerequisites are 
adequate tuberculostatic protection and regular 
clinical and radiologic controls to detect any new 
activation early. 


Antibacterial Substances in  Tissue.—H. Stein 
(Beitr. Klin. Tuberk. 118:314, 1958) stated that the 
body fights invading microorganisms mainly by 
serum antibodies and phagocytes. Interest is fur- 
ther attached to the question of how far antibiotic 
powers of the tissues play a role in combating vari- 
ous pathogens. The author's studies showed that 
liver tissue possessed remarkable bactericidal pow- 
ers against Staphylococcus pyogenes var. aureus 
and Pseudomonas aeruginosa, while distinct inhi- 
bition or destruction of Escherichia coli was rare. 
There were marked differences in antibacterial 
activity in the liver from various mammals. Al- 
though the role of the individual factors relative 
to the whole antibacterial defense mechanism has 
not vet been fully explained, the author's investi- 
gations indicate that the body is capable of devel- 
oping antibacterial substances that are comparable 
to antibiotics. 


Vitamin A and the Pancreas.—M. Gilzow (Arztl. 
Wehnschr. 13:597, 1958) reported that vitamin A 
deficiency may result from absorption disorders in 
pancreatic disease associated with digestive insuffi- 
ciency, but it is rare in adults. Intraduodenally or 
intramuscularly administered vitamin A in doses of 
40,000 units elevated pancreatic secretion. An ex- 
cretory function test largely confirmed the stimu- 
lation of secretion, which occurred in two phases. 
Parallel with the secretory impetus there was fre- 
quently an enzymatic derangement. Examination of 
the serum diastase after intramuscular injection of 
vitamin A in 93 persons revealed fluctuating values 
not only in patients with pancreatitis but also in 
those with hepatic disease, diabetes, epigastric dis- 
ease, and some without epigastric disease but with 
disturbance of equilibrium. In clinically proved 
pancreatic disease, on the other hand, the reaction 
sometimes fails to occur. In health the serum fer- 
ment reaction was less frequent (16%) when 210 
tests, using mecholyl, were made. These tests sug- 
gested abnormal pancreatic function. Vitamin A, 
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stimulating pancreatic secretion, is indicated for 
the treatment of subsiding acute pancreatitis. The 
mild pancreatic sialorrhea was considered as ad- 
vantageous as the bile-flow in certain hepatic dis- 
eases. 


Cancer Caused by Arsenic.—Occupational contact 
with insecticides and fungicides containing arsenic 
and the use of arsenic for certain skin diseases and 
anemia often cause cancer of the skin and internal 
organs. W. Braun (Deutsche med. Wehnschr. 
83:870, 1958) reported a series of 16 vine-growers 
who handled large amounts of arsenic-containing 
insecticides between 1925 and 1942. Those who had 
drunk wine regularly developed nine inoperable 
bronchial carcinomas, three cases of epidermoid 
carcinoma, one carcinoma of the bile duct, one 
malignant tumor of a cervical lymph node, and 
three prickle-cell cancers of the skin, in addition to 
typical arsenical keratoses. The author also ob- 
served two cancers resulting from arsenical treat- 
ment. He further reported on three vine-growers 
with cancer of the lung, not presenting with cuta- 
neous symptoms, after the use of arsenic, and 14 
vine-growers with cancer of various organs in whose 
case histories contact with arsenic was not recorded 
but had probably taken place. Braun agreed with 
other authors than arsenic is a dangerous cancer- 
ogenic agent and that only in exceptional cases 
should a physician prescribe it. 


Side-effects of Antibiotic Treatment.—H. Dennig 
( Deutsche med. Wchnschr. 83:1849, 1958 ) reported 
that of 170 patients treated with penicillin 5 cases 
of allergic exanthema occurred. Streptomycin 
caused one local reaction in a series of 50 patients. 
No vestibular or cochlear damage was observed. 
Streptomycin and penicillin combined gave rise to 
6 cases of allergic exanthema in a series of 220 pa- 
tients. The symptoms subsided after withdrawing 
the drugs. Of 117 patients treated with tetracycline, 
1 case of exanthema and 6 of diarrhea occurred. Of 
50 patients receiving chloramphenicol, 2 developed 
exanthema, 2 diarrhea, and 1 a fungus infection 
which may have been responsible for the patient's 
death. Erythromycin was given to 30 patients and 
was well tolerated by all. Of 11 patients receiving 
oleandomycin, only 1 complained of nausea. Of 76 
taking tyrothricin inhalations, only 1 had an itch- 
ing exanthema, which disappeared after adminis- 
tration of soventol and calcium. Dennig concluded 
that serious side-effects occur only in the form of 
enterocolitis (5% of those treated with tetracycline 
and 4% of those treated with chloramphenicol). 
Penicillin shock, severe dermatitis, and aplastic ane- 
mia were not seen in these series. The author em- 
phasized that the drawbacks of antibiotic therapy 
are negligible when compared to the advantages. 
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NORWAY 


Antistaphylolysin in Children with Asthma.—Har- 
naes and Borgen ( Acta Allergol. 12:336-340, 1958 ) 
determined the antistaphylolysin titers of 113 asth- 
matic children. Elevated values were significantly 
more frequent than in the 58 nonasthmatic patients 
in the same age range who were used as controls. 
The skin-negative patients suffering from asthma 
of supposed bacterial origin and the truly allergic 
skin-positive children did not differ significantly, 
but a tendency toward increased values was noted 
in the former. The authors considered the possibil- 
ity of an increased antibody-producing tendency 
per se among the allergic children. 


SWEDEN 


Lupus Erythematosus.—C. Ekelund (Acta rheuma- 
tol. scandinav. 4:172-177, 1958) examined 226 per- 
sons and found the gamma globulin to be increased 
in all those who showed a fairly strong positive 
reaction to the p-toluenesulfonic acid test, but the 
gamma globulin was found to be increased also in 
several of those who gave a negative or only 
weakly positive reaction. Ekelund stated that 
clinically the patients with a strongly positive reac- 
tion were often found to have either systemic 
lupus erythematosus or florid rheumatoid arthritis. 
Of 10 with L. E. cells the test was either negative 
or Only weakly positive in 5, while in 165 patients 
with rheumatoid arthritis the reaction was positive 
in 55, though usually only weakly positive. False- 
positive reactions were also obtained in patients 
with myeloma and those with hepatic cirrhosis. 
The test cannot be regarded as a reliable tool for 
differentiating between lupus erythematosus and 
rheumatoid arthritis. The author concluded that 
perhaps there is no sharp border between these 
two diseases. 


Steroids for Asthma.—Hans Arnoldsson (Acta 
allergol. [supp. 6] 12:1-190, 1958) reported that 
between January, 1953, and June, 1958, about 1,000 
asthmatics were treated at the Allergy Clinic in 
Gothenburg, Sweden. Of these 161, with an average 
age of 54 years and a mean duration of asthma of 
15 years, had endogenous bronchial asthma of such 
severity and intractability that corticoid therapy 
was considered essential. The patients were treated 
with ACTH and corticosteroids and given suitable 
bronchodilators and expectorants. The response to 
this preliminary course was excellent in 65.2%, good 
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in 25.5%, and poor in 9.3%. Other forms of treat- 
ment were applied as a control measure to 26 and 
43 received a placebo instead of prednisone. In 
two control series, comprising 69 patients, a recur- 
rence of asthma of a degree requiring resumption 
of corticosteroid therapy occurred within four weeks 
in 40.5% and within eight months in 98.5%. To the 
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treated series of 92 patients, 63 transfers were 
added from the control series and 11 were lost to 
the study. At the end of the investigation the 
longest duration of therapy was almost six years 
and the shortest 8 months (average 25 months). 
The response to therapy as judged by its effects on 
the severity of the asthma, working capacity, and 
relapse rate varied from good to excellent. At the 
end of the investigation 37.5% of the patients were 
free of asthma, 42.3% had mild symptoms occasion- 
ally, and 20.2% had moderate to severe asthma. 
Before therapy 89.5% of the patients had severe 
asthma and 10.5% moderate asthma. 

The incidence of salicylate hypersensitivity 
among the patients in the treated series was 18%. The 
clinical response to long-term corticosteroid therapy 
of the salicylate-sensitive patients was favorable 
and they seemed no more resistant to such therapy 
than any other patients with bronchial asthma. 
Side-effects were cardiac and circulatory disturb- 
ances, aberrations of water and electrolyte metab- 
olism, neurological and psychiatric manifestations, 
peptic ulcer, allergic reactions to ACTH, osteoporo- 
sis, and adrenocortical hypofunction, Seventeen 
patients between 48 and 78 vears of age had signs 
of myocardial disease before the commencement of 
therapy, and some required maintenance doses of 
digitalis. Four of them had a myocardial infarction, 
but while therapy was in progress cardiac diseases 
definitely attributable thereto were not seen in any 
of these patients. 

More than 800 determinations of serum sodium 
and potassium levels were made. About 96% of the 
sodium levels and more than 99% of the potassium 
levels were within the normal range. Weight in- 
creases, frequently marked, were common. Most of 
these increases could be ascribed to improved 
appetite resulting from better general health and 
a sense of well-being accompanying relief from 
symptoms. The author concluded that ACTH or 
corticosteroids could be given in minimal effective 
doses for several years without sodium restrictions 
or supplementary potassium. The so-called with- 
drawal syndrome was not observed, and the 
adrenal cortex responded adequately to various 
stressful stimuli without special therapy other than 
extra cortisone before and after major operations. 
Considering that 89% of the patients with osteopo- 
rosis were postmenopausal women, it seemed ad- 
visable to provide adjuvant treatment with a 
combination of androgens and estrogens for such 
patients on long-term ACTH or corticosteroid 
therapy. 


Hypersensitivity to Phenylcarbinol.—B. Lagerholm 
and co-workers (Acta allergol. 12:295-298, 1958 ) 
were unable to find any report of hypersensitivity to 
phenylcarbinol used as a preservative in vitamin B,. 
solutions for injection. They observed a 28-year-old 
patient with arthropathic psoriasis who was given 
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a course of vitamin B,. injections. The preparation 
contained 15 mg. of phenylcarbinol per milliliter as 
a preservative. Both the skin and the joint changes 
responded favorably, but after some time a regres- 
sion occurred with increased joint distress, itching, 
pronounced reddening of the psoriatic lesions, and 
urticaria. Repeated thrombocyte tests with the 
selected brand of vitamin B,. made the platelet 
count drop heavily, from 439,000 to 45,000 in 60 
minutes. Subsequently the patient underwent a 
course of treatment with pure, unpreserved vitamin 
By». This produced no untoward reactions. The 
negative thrombocyte test with pure vitamin Bj,» 
and the absence of untoward reactions while the 
patient was receiving pure vitamin B,, constituted 
further evidence that phenylearbinol was the caus- 
ative agent. 


Asian Influenza.—An epidemic of Asian influenza 
occurred in Sweden in the period September, 1°57, 
to April, 1958, with the peak morbidity in Novem- 
ber, 1957. B. Kérlof and co-workers (Nord. med. 
60:1704-1706 [Nov. 27] 1958) estimated that about 
one million persons were affected, the highest in- 
cidence being reported among school children and 
Army personnel. The number of deaths from the 
influenza or its complications was highest in chil- 
dren below the age of 16 years and in persons over 
61. The cause of death in most cases was pneu- 
monia. The bacteria most commonly found in the 
lungs on autopsy were Staphylococcus pyogenes 
var. aureus and Escherichia coli. 

Leo Heller and co-workers in the same issue re- 
ported that the antibody responses of volunteers 
inoculated with decreasing dilutions of a mono- 
valent formalinized Asian influenza vaccine, pre- 
pared at the State Bacteriological Laboratory in 
Stockholm, were determined by the hemagglutina- 
tion-inhibition test. In spite of the low hemagglu- 
tinating capacity of the vaccine strain (A/Singa- 
pore/1/57) even extremely small doses of the 
vaccine gave 11 to 22% serologically positive 
results after one and 55% after two injections. A 
dose of 1,500 hemagglutination units produced an 
antibody response after one injection in almost all 
subjects. Another vaccine preparation with a high 
hemagglutination titer was tested in a field trial on 
more than 1,000 recruits in an attempt to perform a 
direct titration of the protective effect of the vac- 
cine. The protection rates found for doses of 2,000 
hemagglutination units each were 69 to 86% for 
two and 57 to 78% for one injection. The corre- 
sponding figures for doses of 400 hemagglutination 
units each were 45 to 54% protection after two 
doses and 29 to 45% after one. 


Proton-Beam Therapy.—Prof. L. Leksell and co- 
workers of the Gustaf Werner Institute for Nu- 
clear Chemistry at Uppsala described the destruc- 
tion by proton irradiation of a small cerebral 
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tumor in a man aged 54. A beam of protons from 
a synchrocyclotron was focused on the tumor after 
its careful spatial localization by elaborate stereo- 
taxic methods. Protons, unlike electrons and roent- 
gen rays, are not widely scattered in the tissues, 
and as they give up their energy on reaching their 
target their effect can be localized to a small, pre- 
selected area of tissue. The procedure, being pain- 
less, required no anesthetic. The patient's head, 
which was fixed by clamps, was rotated for each 
exposure so that the proton beam could strike the 
target area from different angles. Forty exposures, 
each lasting 30 seconds, were given. The position 
of the tumor relative to the path of the beam was 
checked after each exposure to prevent normal 
brain tissue from being damaged. The patient was 
80 ft. from the synchrocyclotron, from which he 
was separated by two 6-ft. walls. The beam was 
led from the synchrocyclotron through a tube 60 ft. 
long passing through the walls and focused by 
four lenses. The authors directed operations from 
a control room in which the patient was seen on a 
television screen, and they communicated with 
him by means of a microphone system. These elab- 
orate screening precautions were necessary to pre- 
vent excessive radiation reaching the patient and 
the operators. 


UNITED KINGDOM 


Gastrotonometry.—In the course of treatment in a 
respirator it is essential that ventilation be con- 
trolled by adjusting the apparatus from time to 
time. The best guide to control is the carbon 
dioxide tension (pCO.) of arterial blood, the de- 
termination of which involves arterial puncture and 
special blood storage. From studies made on over 
400 patients in respirators Boda and Muranyi 
(Lancet 1:181, 1959) concluded that the pCO, of 
arterial blood could be deduced with reasonable ac- 
curacy from the intragastric pCO., which they 
found runs parallel to it and is usually 2 to 4 mm. 
Hg higher. For the determination of the intragastric 
pCO., termed gastrotonometry, they introduced 
through the nose into the stomach a thin-walled 
rubber balloon under 0.05 mm. thick and attached 
to polyethylene tubing. Not less than two hours after 
the last meal the balloon is filled with 20 ml. of 
room air through the tube, which is then sealed off. 
Gas in the stomach diffuses into the balloon. After 
equilibrium is established (about two hours) the 
air is sucked from the balloon into a suitably oiled 
syringe and its pCOs, as well as that of the expired 
air, is measured by an infrared absorption method. 

The authors found that in hyperventilation the 
gastric pCO, decreased, while in hypoventilation it 
increased. When ventilation was adequately ad- 
justed, and there was no respiratory complication, 
the gastric pCO, was close to but a little higher 
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than that at the end of respiration. In hyperventila- 
tion and in the presence of respiratory complica- 
tions the difference between the gastric pCO, and 
that at the end of expiration increased. During 
treatment pCO. measurements indicated the onset 
of pulmonary complications. Gastrotonometry was 
found to be a simple and reliable method for the 
routine control of artificial respiration, particularly 
for patients being nursed in a respirator. 


Pneumonoconiosis.—The National Coal Board's 
chief medical adviser announced that every British 
miner will be entitled to have a roentgenogram of 
the chest at least once every five vears. The Board 
has purchased nine mobile x-ray units as part of its 
campaign against pneumonoconiosis in miners. It is 
expected that as a result of improved diagnosis the 
reported incidence of pneumonoconiosis will rise, 
but after the introduction of measures to suppress 
the disease such reported incidence should fall. 


Television and the Child.—The rapid growth of tele- 
vision in the last 10 years has evoked much contro- 
versy over its effects on children. In 1954 Dr. Hilde 
Himmelweit and co-workers investigated the prob- 
lem on behalf of the Nuffield Foundation. Their 
findings have been published in a booklet entitled 
“Television and the Child.” They found that most 
children, unlike many adults, viewed selectively 
an average of about 12 hours of programs weekly. 
Other mediums of entertainment, such as cinema 
and radio, tended to suffer in competition. It was 
found that the more intelligent the child the less 
time he spent watching television at the expense of 
other pursuits. Television made less impact on those 
children leading a full and active life. The child 
television addict was typically one with personality 
problems, shy, poorly adjusted, insecure, and handi- 
capped in emotional relationships. Television offers 
an escape from poor social adaptation, but it creates 
a vicious circle, because the more these withdrawn 
children watched it the less they were encouraged 
to overcome their emotional difficulties. Excessive 
viewing was the result of personality defects rather 
than the cause of them. For the correctly oriented 
child, games, hobbies, and social pursuits retained 
their attraction and television took second place. 

It is difficult to know what effect television has 
on the child’s mind. As many as 75% in the sample 
voted in favor of adult programs, particularly plays 
dealing with crime. Westerns were popular. They 
evoked little anxiety or aggression in spite of their 
usual background of violence, which is generally 
stereotyped. Adult plays depicting violence and 
conflict in human relations were more likely to 
make an unfavorable impact on the child’s mind. 
Dr. Himmelweit considered that parents as well as 
television producers have a duty in controlling what 
the child sees. The investigation showed that tele- 
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vision had little effect on the sleep pattern of the 
average child by causing overexcitement, anxiety, 
or keeping late hours. Emotionally insecure chil- 
dren might be affected, as they would be by the 
cinema. Really late bedtimes were no more com- 
mon among child viewers than among child non- 
viewers. The inquiry also discredited the popular 
misgivings about television as a cause of listlessness, 
morning tiredness, and lack of concentration at 
school. Television even stimulated interest in read- 
ing in some children. Television was not found to 
make children more passive. No loss of initiative or 
dulling of the imagination was observed. It did, 
however, stimulate passive rather than active in- 
terests. 


Smoking and Disease.—Most examinations of the 
association between smoking and disease are based 
on a comparison of the smoking habits of persons 
who have a specific disease with those of a control 
group. This procedure has been criticized on the 
grounds that the controls, however carefully 
selected, might not be strictly comparable. To over- 
come this objection Edwards and co-workers ex- 
amined smoking habits and diseases present in a 
representative sample of the population (Lancet 
1:196, 1959). In this way it was possible to compare 
the incidence of specific diseases in smokers and 
nonsmokers, rather than the frequency of smoking 
in affected persons and controls. A medical exami- 
nation and interrogation of the smoking habits of 
1,737 men over the age of 60 years was made. It 
was found that with increasing age the proportion 
of cigarette smokers decreased (from 55% in the 
men aged 60 to 64 years to 22% in those aged 85 
and over), with a corresponding increase in the 
proportion of pipe smokers (from 12 to 50%). At 
the same time the total amount of tobacco smoked 
either as cigarettes or in pipes decreased with in- 
creasing age. Men of professional and related occu- 
pations smoked less than unskilled workers. 

Data were obtained on eight of the commonest 
diseases or disabilities: defective hearing and _ vi- 
sion, hypertension, chronic bronchitis, coronary 
artery disease, arthritis, peptic ulcer, and hernia. Of 
these hypertension, bronchitis, and peptic ulcer 
were found to be consistently associated with smok- 
ing habits. Hypertension, defined as a diastolic 
pressure above 100 mm. Hg or a systolic pressure 
above 200 mm. Hg, was commoner in nonsmokers 
than in smokers. In the case of cigarette smokers 
the incidence was inversely related to the number 
of cigarettes smoked daily. The frequency of hyper- 
tension in pipe smokers was intermediate between 
that of cigarette smokers and nonsmokers. On the 
other hand the incidence of bronchitis and peptic 
ulcer was higher in cigarette smokers than in pipe 
smokers or nonsmokers. The frequency of both dis- 
eases increased with the numbers of cigarettes 
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smoked. Both diseases were commoner among men 
in poorly paid than in well paid occupations, but the 
effect of smoking appeared to be independent of 
social class. In all social classes the risks of chronic 
bronchitis and peptic ulcer were substantially in- 
creased by smoking, particularly cigarettes. For all 
social classes the incidence of peptic ulcer was 
higher in cigarette smokers than in pipe smokers 
and nonsmokers. 


Unilateral Amblyopia.—Dr. R. Cole of Nottingham 
found unilateral amblyopia, colloquially known as 
lazy eve, to be present in 537 of 10,000 National 
Health Service patients (Brit. M. J. 1:202, 1959). 
In 1% of all patients examined one eye was blind, 
and in another 2% vision was so poor as to be use- 
less. Amblyopia was considered to be present if 
visual acuity was less than 6/12 in the absence of 
disease. It was classed as unilateral if the other eve 
could read the letters two lines further down the 
Snellen chart than the amblyopic eye. Translated 
into general terms the findings suggested that of 
every 1,000 children born 53 fail to develop normal 
binocular vision. The left eye was more often in- 
volved than the right. Unilateral amblyopia often 
goes unnoticed until the good eye is affected by 
disease or injury or until the patient’s vision is 
thoroughly examined. 

The higher the intelligence of the patient and 
the more skilled his occupation, the greater the dis- 
advantage of a nearly blind eve and lack of stereo- 
scopic vision. Unilateral amblyopia results in a 
great waste of man power. Its economic and social 
disadvantages are equally serious, particularly if 
anything happens to the sound eye. Unfortunately 
the condition develops in infancy and early child- 
hood and may be permanently established by the 
time the child starts school. Amblyopia primarily 
affects form vision but not the perception of light 
or its location, and for this reason it often goes 
unnoticed. The only way to attack this disability is 
to examine all children early and regularly and not 
wait until they go to school. 


Dexamethasone.— Metabolic studies on dexametha- 
sone, a new cortisone-like hormone, were made by 
Slater and co-workers (Lancet 1:173, 1959). This 
drug has been reported to have greatly increased 
anti-inflammatory action with less disturbance of 
carbohydrate metabolism than cortisone produces. 
Patients receiving it were given specially prepared 
diets of known composition. Fasting blood samples 
were taken twice a week for electrolyte, sugar, urea, 
plasma protein, calcium, and cholesterol level esti- 
mations, and daily urine and weekly fecal collec- 
tions were made. Estimations were made of fecal 
sodium, potassium, nitrogen, and calcium levels, 
and urinary protein and creatinine levels. After a 
suitable control period 1 mg. of dexamethasone was 
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given to the patients every six hours. In addition, 
adrenal suppression studies were made on normal 
subjects. It was concluded that dexamethasone did 
not produce sodium retention, but in some patients 
it greatly increased cell catabolism, with negative 
potassium and nitrogen level balance. Its action on 
calcium metabolism appeared to differ from that of 
cortisone and prednisone, and it was suggested that 
it should not be used to treat patients with hyper- 
calcemia. The adrenal-suppressing diabeto- 
genic actions of dexamethasone were comparable to 
those of cortisone and other currently used steroids. 
There appeared to be no justification for claims that 
it is free from side-effects. The clinical effect of 
dexamethasone was variable in patients suffering 
from the nephrotic syndrome. 


Sex Reversal in the Newborn.—The detection of 
sex reversal in apparent males has been facilitated 
by the sex chromatin test. Moore attempted to 
estimate its incidence by determining from oral 
smears the chromosomal sex of infants born in a 
large general hospital ( Lancet 1:217, 1959). Smears 
from 3,715 babies—1,911 boys and 1,804 girls— 
were prepared by scraping the oral mucosa with a 
sterile nickel spatula, smearing on a slide, fixing 
with ether and alcohol, and staining with cresyl 
violet. Of the 1,911 anatomically male infants 
tested 5 showed female-sex chromatin in the cell 
nuclei. The anatomic sex was unknown to the ob- 
server who examined the slides. The pregnancies 
of the mothers of these infants were normal, the 
external genitalia were male in appearance, and 
the testes had descended. The proportion of nuclei 
counted in the smears establishing female-sex 
chromatin varied from 53 to 64%, which is within 
the range found in the nuclei from anatomically 
normal girls. All the 1,804 girls were confirmed as 
genetic females. 

The five apparent boys with female-sex chroma- 
tin were regarded as cases of female-to-male sex 
reversal. The incidence was 0.26%, which would 
correspond to about three cases in every general 
practitioner's list. Moore suggested that there may 
be an abnormal metabolism of maternal or 
placental hormones during pregnancy, resulting in 
the formation of hormones with an androgenic ac- 
tion. If this occurs early enough they might cause 
the indifferent gonads of female embryos to de- 
velop as testes, with masculinization of accessory 
sex organs. 

Ferguson-Smith examined the frequency of 
female-sex chromatin—positive micro-orchidism in 
663 prepubertal boys attending schools for the 
mentally handicapped (Lancet 1:219, 1959), which 
was 1.2%. It is well known that a mental defect is 
often present in cases of female-to-male sex re- 
versal. In all the cases seen testicular biopsy showed 
tubular hyalinization and a great reduction in 
spermatogonia. 
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CORRESPONDENCE 


PHYSICAL FITNESS 


To the Editor:—An article “Role of Pediatrician in 
Physical Fitness of Youth” by Lane appeared in 
THe JouRNAL (169:421-427 [Jan. 31] 1959). Just as 
any minister is against sin, any physician is in favor 
of physical fitness. Many of us deplore the over- 
emphasis which has been placed on this segment 
of fitness in the last several vears and still more 
resent the implication that the Kraus-Weber tests 
are a measure of anything more than some func- 
tions of a few muscle groups. At the Fort Richie 
meeting of the President's Citizens Advisory Com- 
mittee on the Fitness of American Youth, the Spe- 
cial Interest Work Group on Health Services over- 
whelmingly voted down the suggestion that the 
Kraus-Weber tests, or any other available tests, 
could be taken as a scientific measure of “fitness.” 
I question the advisability of reactivating this con- 
troversial question when the emphasis on the physi- 
cal is just beginning to subside to its proper level. 
I would like to emphasize that I strongly approve 
of physical education and think a properly organ- 
ized program should exist not only in every school 
but also in every home. The organization of such 
programs should include recognition of the physi- 
ological needs of the persons involved and not be 
based on chronological age, as is so often the case. 
S. Barsa, M.D. 
University of Pennsylvania 
The School of Medicine 
Philadelphia. 


THE STARCH TOLERANCE TEST 


To the Editor:—An article by Nugent and Millhon, 
entitled “Clinical Evaluation of the Starch Toler- 
ance Test,” which appeared in THE JoURNAL 
( 168:2260-2262 | Dec. 27] 1958), deserves comment. 
This test was proposed by Althausen and Uyeyama 
(Ann. Int. Med. 4:563-575 [Sept.] 1954) for the 
diagnosis of pancreatic disease. They used soluble 
starch as prepared by Lintner. Nugent and Millhon 
used both soluble starch and corn starch. Both are 
practically raw starch. The mixture is most unpalat- 
able. The maximal rise in blood sugar level after the 
oral ingestion of 100 Gm. of glucose was compared 
to the rise after the oral ingestion of 100 Gm. of 
starch, and conclusions were drawn from the dif- 
ference. In some cases paradoxical results were 
obtained. In one patient in whom the pancreatic 
duct was completely obstructed the test gave nega- 
tive results. In another patient in whom the proxi- 
mal two-thirds of the pancreas was normal, the 
test was strongly positive. 


This test has one serious defect, namely, the use 
of raw or partially boiled starch. This is strikingly 
illustrated in the observations of Rosenthal and 
Ziegler (Arch. Int. Med. 44:344-350 [Sept.] 1929). 
They found that equal amounts (50 to 75 Gm.) of 
well-cooked starch (potatoes) and dextrose pro- 
duced identical blood sugar curves, but orally ad- 
ministered soluble starch, also prepared according 
to Lintner, produced no rise in the blood sugar 
level of normal persons or diabetics. This is not to 
say that raw starch is not completely digested in 
the human intestinal tract. Studies of stools after 
the ingestion of uncooked starchy foods showed 
that the digestion of starch was complete. The time 
of digestion, however, was decidedly prolonged. 

For this test to have validity, well-cooked starch 
should be used. Thus, in another study ( Wishnofsky 
and Kane, Am. J. M. Sc. 189:545-550 [April] 1935), 
the starchy food given was thoroughly cooked or 
baked and consisted of 150 Gm. of potato and 30 
Gm. each of barley, rice, and bread (toast), which 
contained, respectively, 30.0, 22.4, 22.4, and 15.0 
Gm. of carbohydrate. Incidentally, in the 20 diabetic 
patients studied, the glycemia and glycosuria after 
the ingestion of 90 Gm. of starch and 100 Gm. of 
dextrose were identical. 

The authors were in error in using 100 Gm. of 
dextrose and 100 Gm. of starch because, from the 
standpoint of carbohydrate value, these amounts 
are not equivalent. The elementary formula for 
starch is (C,H, ,O;), with a molecular weight of n 
(162). The molecular weight of dextrose (CyH,2Ox ) 
is 180. The complete hydrolysis of 90 Gm. of 
starch vields 100 Gm. of dextrose. 


Max WisHnorsky, M.D. 
615 Williams Ave. 
Brooklyn 7, N. Y. 
ARTHUR P. Kane, M.D. 
1801 Gerritsen Ave. 
Brooklyn, N. Y. 


To the Editor:-The comments of Dr. Wishnofsky 
on the article by Dr. Millhon and myself are of 
interest. This test was originated and standardized 
by Dr. Althausen and his associates. Their original 
report excited much enthusiasm for this test as a 
diagnostic aid in pancreatic disease. Dr. Millhon 
and I merely published our experience with the 
test because we were unable to duplicate the re- 
sults reported by the original authors. We do not 
claim that this is a satisfactory test of pancreatic 
function. The basis of the test is that intestinal 
amylase must be present to break down starch, a 
polysaccharide, so that it may be absorbed in the 
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form of disaccharides or monosaccharides from the 
intestinal tract. Therefore, the suggestion of Dr. 
Wishnofsky that we use well-cooked starch is not 
valid. Well-cooked starch is already reduced, to a 
great extent, and therefore would not depend on 
the presence of amylase for its absorption. 

F. WarrREN Nucent, M.D. 

605 Commonwealth Ave. 

Boston 15. 


NEW YORK INDIGENT MEDICAL 
CARE PROGRAM 


To the Editor:—In the interesting department of 
THE JourNAL, Medicine at Work, Jan. 10, 1959, 
pages 143-151, the material on nursing homes im- 
plied that an indigent medical care program was 
not available in New York state. New York state 
has one of the oldest and most adequate systems 
of medical care for the needy and the medically in- 
digent in the United States. Any person who re- 
quires medical care but cannot pay for it may re- 
ceive that care as a public charge. It is provided 
through the medical-care services of the local pub- 
lic welfare department and through the hospital- 
care program of the local community. 

The local public welfare program provides medi- 
cal, surgical, dental, nursing, hospital, laboratory, 
x-ray, radium, physiotherapy, and allied services, 
including medicaments and prosthetic appliances, 
for all persons on the public welfare rolls who re- 
quire such care and for medically indigent persons 
as well. There is no limitation as to type, kind, or 
amount of medical care which an eligible person 
may receive. It is granted by the local welfare de- 
partments as needed, on advice of a physician. It 
may be provided in a physician’s office, the patient's 
home, a hospital, a nursing home, or in other facil- 
ities. Local welfare departments provide these serv- 
ices primarily by purchasing them from local phy- 
sicians, surgeons, and other medical personnel and 
from local facilities such as hospitals, dispensaries, 
specialized medical institutions, and nursing homes. 

A monthly average of about 500,000 men, 
women, and children on the public assistance rolls 
receive medical care as needed, as do 40,000 chil- 
dren in foster-family homes and child-care in- 
stitutions and 5,000 aged men and women in pub- 
lic homes. State, local, and federal funds pay for 
this medical care. In addition, a monthly average 
of 50,000 medical indigents have their hospital and 
dispensary bills paid by their local communities. 
In 1957 about $200,000,000 was spent for the medi- 
cal care of welfare recipients and the medically in- 
digent by public welfare agencies in New York 
state. 

Atonzo S. Yersy, M.D. 
112 State St. 
Albany, N. Y. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Malpractice: Testimony by Witnesses of Different 
Schools of Practice Than That of Defendants.—This 
was an action for damages for injuries resulting from 
the alleged negligent conduct of the defendant 
osteopathic surgeons. From a judgment in the trial 
court in favor of the plaintiff, the defendants ap- 
pealed to the court of civil appeals of Texas. 

Following the performance of a total hysterec- 
tomy by the defendant osteopathic surgeons, the 
plaintiff failed to void urine for 48 hours. Then she 
started to urinate uncontrollably through the vagina 
rather than the urethra. This condition continued 
after she was dismissed from the defendants’ clinic. 
She eventually went to Baylor Hospital and under- 
went corrective surgery for the repair of a vesicova- 
ginal fistula, the surgeons being members of the 
allopathic rather than the osteopathic school of 
medicine. 

It was the contention of the defendants that the 
plaintiff had not established proof of their negli- 
gence by doctors of the same school of medicine as 
they practiced. The plaintiffs witnesses were the 
allopathic surgeons who performed the later cor- 
rective surgery at Baylor Hospital. 

In an earlier decision of the Supreme Court of 
Texas, the court said, “It is definitely settled with 
us that a patient has no cause of action against his 
doctor for malpractice, either in diagnosis or recog- 
nized treatment, unless he proves by a doctor of the 
same school of practice as the defendant (1) that 
the diagnosis or treatment complained of was such 
as to constitute negligence, and (2) that it was a 
proximate cause of the patient's injuries.” A limita- 
tion of this general rule was stated in a later case, 
however, to the effect that testimony of physicians 
of a different school is competent (1) where the 
subject of inquiry is common to and equally recog- 
nized in all fields of practice; or (2) relates to the 
manner and use of electrical or mechanical appli- 
ances commonly used in all fields of practice. 

The evidence in this case indicated that the 
methods, training, and dangers incident to the 
operation in question are common to both schools 
of medical practice and equally recognized. The 
evidence also showed that the acts and omissions 
proved in the case would amount to negligence in 
any locality and that no surgeon of any school 
should leave a patient, after a hysterectomy, with 
blocked ureters and fistulas in both bladder and 
vagina. 

The judgment in favor of the plaintiff was there- 
fore affirmed. Miles v. Meadows, 309 S. W. (2) 284 
(Texas, 1958). 


> 
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MEDICAL FILM REVIEWS 


Correction of Micrognathia: 16 mm., color, sound, showing 
time 12 minutes. Prepared by James W. Kelley, M. D., Tulsa, 
Okla. Produced in 1958 by Bud Woods Productions, Tulsa. 
Procurable on loan from James W. Kelley, M.D., 204 Utica 
Square, Tulsa. 

This is a good film on one method of treatment 
of an infant with severe micrognathia. The ap- 
proach is fairly new: the tongue is sewn to the 
lower lip to keep the tongue from falling back 
during the critical period of early infancy. After a 
few months the tongue can be treed with no ap- 
parent damage. The photography and sound are 
very good and the techniques used are all clearly 
illustrated. This film is recommended for oral sur- 
geons, pediatricians, general practitioners, and 
medical students. 


The Larynx and Voice: Physiology of the Larynx Under 
Daily Stress: 16 mm., color, sound, showing time 23 minutes. 
Sponsored by the William and Harriet Gould Foundation. 
Prepared in 1958 by and procurable on rental or purchase 
($100) from Hans von Leden, M.D., 30 N. Michigan Ave.., 
Chicago. 

This is the second in a series of films on the 
larynx and voice. It demonstrates the complex pat- 
tern of Jaryngeal function during everyday life and 
presumes a knowledge of the fundamental anatomy 
and physiology of the larynx which was described 
in the first film entitled “Function of the Normal 
Larynx. This film goes into somewhat more detail. 
The photographic equipment and technique are 
shown in greater detail, and many high-speed pic- 
tures of the larynx in action have been included. 
In addition, there is a discussion of the physics of 
laryngeal activity and how the laryngeal tone may 
be produced and modified. This film would make a 
good addition to an undergraduate college course 
in biology, a graduate course in anatomy and physi- 
ology of the vocal mechanism, and anatomy courses 
given to medical students. There is sufficient de- 
tail and information to provoke further interest and 
to provide the student with a working knowledge 
of the laryngeal structure. 


NEW FILMS ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 


You and Your Eyes: 16 imin., color, sound, showing time 8 
minutes. Produced in 1956 by Walt Disney Productions, Bur- 
bank, Calif. Procurable on loan (service charge $1.50) from 
Motion Picture Library, American Medical Association, 535 
N. Dearborn St., Chicago 10. 


This film discusses the eye—how it works and 
how the function of seeing takes place. Jiminy 
Cricket introduces the subject by pointing out how 
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highly developed is man’s sense of seeing compared 
to his other senses, and how his inventions of tele- 
scope and microscope have extended his capabili- 
ties. He also sets down some safety rules for proper 
care of the eyes. This is an extremely attractive 
film. It is clever, colorful, and amusing and is well 
suited for showing to children at the kindergarten 
and lower elementary grade level. 


You Are There: The First Major Use of Penicillin: 16 mm., 
black and white, sound, showing time 25 minutes. Produced 
in 1955 tor a CBS television program. Procurable on loan 
(service charge $2.00) from Motion Picture Library, Ameri- 
can Medical Association, 535 N. Dearborn St., Chicago 10. 

This film pictures the events of one week in 1943 
when penicillin, still an unknown quantity in medi- 
cine, was being tried on a group of patients with 
chronically infected wounds sustained in the Pa- 
cific theater of World War Il. After introductory 
remarks by Walter Cronkite there is a succession 
of scenes in the Army hospital where the clinical 
trial took place, in the laboratories of Fleming 
and Florey in England, the office of Dr. Chester 
Keefer in Washington, the laboratory of Jasper 
Kane at Chas. Pfizer Inc., and finally the hospital 
once again. The film succeeds in giving an audience 
some appreciation of the dilemmas of patients, 
doctors, and manufacturers when contronted with 
a new pharmaceutical preparation. The film is 
scientifically accurate. Suspense and interest are 
sustained throughout. It would be best suited for 
mature nonprofessional audiences and should also 
be of interest to medical students. 


Hormonal Cyto-Diagnosis: Vaginal Smears: 16 min., color, 
sound, showing time 21 minutes. Prepared in 1955 by Prot. 
André Sicard, Faculty of Medicine, Paris. Sponsored by Ciba 
Limited, Basel, Switzerland. Procurable on loan (service 
charge $2.00) from Motion Picture Library, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10. 

This film discusses the value of vaginal smears 
for studying the ovarian cycle, diagnosing func- 
tional disorders therein, and applying appropriate 
treatment. The technique of cytodiagnosis involved 
is depicted in detail, and the various elements en- 
countered in vaginal smears are described and 
interpreted. The film also deals with tubal insut- 
Hation, hysterosalpingography, and the early diag- 
nosis of pregnancy. This film contains some mag- 
nificent photomicrography, and the color photog- 
raphy is excellent. The entire menstrual cycle is 
reviewed and the various types of cells normally 
seen in a vaginal smear are demonstrated. This 
picture represents a magnificent lesson in human 
vaginal cytology. It is recommended for physicians, 
cytologists, and possibly for medical students. 
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The Differing Mechanisms of Action of Mercurials, 
Carbonic Anhydrase Inhibitors, and Chlorothiazide 
as Diuretic Agents. R. V. Ford and J. B. Rochelle. 
J. Lab. & Clin. Med. 53:53-63 (Jan.) 1959 [St. Louis]. 


The authors studied the effects of 3 diuretic 
agents, given alone or in various combinations, 
namely, meralluride (Mercuhydrin) sodium, acet- 
azolamide (Diamox), and chlorothiazide (Diuril), 
on the excretion of sodium and other electrolytes, 
such as potassium, chloride, and bicarbonate, in 
the urine of patients with well-controlled chronic 
congestive heart failure due to hypertensive cardio- 
vascular disease. Beginning at 7 a. m. and through- 
out the study, isotonic sodium chloride solution 
was infused intravenously at a rate of about 650 
microequivalents of sodium per minute to prevent 
depletion of body stores of sodium, which might 
be reflected in decreased urinary sodium, especially 
after potent diuretic administration. Contemporary 
observations of glomerular filtration rate (inulin 
clearance) and renal plasma flow (p-aminohippurate 
clearance) were made. 

The primary action of the diuretic agents studied 
is the augmentation of the renal excretion of so- 
dium. The results of the study suggested that the 
mechanisms of action of meralluride sodium and 
acetazolamide are noncompetitive and_ different, 
i. e., different “receptor sites” are acted upon or 
different renal transport mechanisms for the reab- 
sorption of sodium are inhibited. The mechanism 
of action of meralluride sodium is competitive with 
that of chlorothiazide; these 2 agents share a single 
mechanism of action or receptor site (for transport 
inhibition), but chlorothiazide can “block” the effect 
of subsequent doses of meralluride sodium, while 
meralluride sodium cannot “block” the effect. of 
subsequent doses of chlorothiazide on the excretion 
of sodium. In a similar way the mechanism of action 
of acetazolamide is competitive with that of chloro- 
thiazide; these 2 drugs share one mechanism ot 
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action or receptor site, and yet chlorothiazide ap- 
parently can act through another mechanism which 
is noncompetitive with acetazolamide. 

The third mechanism of action as a diuretic 
exemplified by chlorothiazide cannot be inhibited 
by the concurrent administration of meralluride 
sodium and acetazolamide, i. e., the receptor site 
(tor the inhibition of renal reabsorption of sodium) 
of chlorothiazide cannot be “saturated” by meral- 
luride sodium or acetazolamide. This additional 
mechanism of action of chlorothiazide may imply 
involvement of another enzyme system, or it may 
imply a greater range of activity of chlorothiazide 
throughout the nephron. Contemporary observa- 
tions of renal hemodynamics (glomerular filtration 
rate and renal plasma flow) did not reveal any 
significant changes. 


Atrial Fibrillation and Its Treatment: Observation 
of 100 Patients. B. Migheli. Omnia therap. 9:225- 
267 (April-June) 1958 (In Italian) [Pisa, Italy]. 


One hundred patients with atrial fibrillation, 54 
of whom had previously received digitalis, were 
placed on quinidine therapy. The mitral valve was 
affected in 63 patients, and myocardial sclerosis 
Was present in 37. Forty-eight patients had cardiac 
decompensation. The total dosage of quinidine 
varied between 3.4 and 22.6 Gm. Patients received 
200 mg. of the drug on the first day and 400 mg. 
on the second day, the dosage being gradually in- 
creased each day so that from 200 to 600 mg. was 
added to that of the preceding day. The daily 
dosage was divided into several doses, with an in- 
terval of at least 3 hours between doses. Sinus 
rhythm was restored in 78 patients (78%). 

Better results were obtained with quinidine in 
patients (a) who had not previously received digi- 
talis, (b) who had a defective mitral valve rather 
than myocardial sclerosis, (c) who had cardiac com- 
pensation rather than cardiac decompensation, and 
(d) who were in the age brackets from 20 to 40 
years and from 61 to 70 rather than in the age 
brackets from 41 to 60 years and trom 71 to 80. 
There was no apparent difference in therapeutic 
results between the sexes. Of 32 failures, 2 patients 
died during the administration of quinidine, al- 
though death was apparently unrelated to the 
therapy; the drug was withdrawn from 20 patients 
before completing the planned regimen. Toxic re- 
actions, which did not induce discontinuance of the 
therapy, developed in 9 patients, and embolism was 
observed in 1. Disturbance of the ventricular neu- 
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romuscular conduction mechanism was the main 
toxic effect which induced withdrawal of quinidine 
from 13 patients. Since this disorder cannot be 
detected by ordinary clinical means, one or two 
daily inspections of cardiograms are recommended. 
Hypotension, vomiting, nausea, vertigo, atrial mur- 
murs, and diarrhea were noted in 13 patients, which 
induced withdrawal of the drug from 6. Recurrence 
of atrial fibrillation during hospitalization was ob- 
served in 13 instances (12.8%). Quinidine was an 
efficacious drug for the management of atrial fibril- 
lation in this series of patients. The initial adminis- 
tration should be complemented by complete bed 
rest, and the patient should be put on a permanent 
maintenance therapy afterwards. 


Gastroscopy. M. Sundberg. Finska liik.-siillsk. hand. 
101:38-47 (no. 1) 1958 (In Swedish) [Helsinki]. 


Sundberg compares the roentgenologic and gas- 
troscopic findings in 71 patients, in whom the final 
diagnosis was established at operation or autopsy, 
and analyzes gastric processes—ulcer, carcinoma, 
polyposis. The roentgenologic diagnosis was correct 
in 21 of the 29 cases of ulcer, and the gastroscopic, 
in 16 cases. The roentgenologic diagnosis was cor- 
rect in 15 of the 28 cases of carcinoma, and the 
gastroscopic, in 21. Roentgenologic examination 
gave correct results in 3 of 5 cases of polyposis, and 
the gastroscopic diagnosis, in 4 cases. In the 9 
additional cases in which operation revealed no 
pathological process in the stomach, the gastro- 
scopic diagnosis was correct, while the roentgeno- 
logic examination gave conclusive results in only 
2 cases. Four cases of carcinoma were detected 
only by gastroscopy, and in 5 additional cases, 2 
of carcinoma and 3 of ulcer, gastroscopy confirmed 
uncertain roentgenologic results. Gastroscopy can- 
not be a substitute for roentgenologic examination 
but is a valuable supplementary method. 


Familial Hypercholesteremic Xanthomatosis: A Pre- 
liminary Report. I. Clinical, Electrocardiographic 
and Laboratory Considerations. |. L. Guravich. Am. 
]. Med. 26:8-29 (Jan.) 1959 [New York]. 


In an attempt to correlate the serum lipid and 
lipoprotein determinations with the clinical and 
electrocardiographic findings in 2 families with the 
hypercholesteremic trait, the author studied 103 
persons, 99 of whom belonged to one family (desig- 
nated kindred 1) and 4 to the other family (desig- 
nated kindred 2). Thirty-eight persons in kindred 
1 and 3 persons in kindred 2 were found to have 
hypercholesteremia. These included 3 who were 
spouses. Twenty-five persons had serum cholesterol 
values in what has been designated a “borderline” 
zone, i. e., from 250 to 300 mg. per 100 cc. Thirty- 
seven persons had normal cholesterol concentra- 
tions. It is suggested that some of those whose 
serum cholesterol values were in the “borderline” 
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zone might actually be hypercholesteremic. Some 
persons were stable and others were labile with 
respect to their serum cholesterol values. Thus, 
single estimations are not always to be relied on as 
a basis for determining normalcy or abnormalcy. 
In all 41 persons with hypercholesteremia, the Sy 
()-12 lipoprotein values were elevated; the S, 12-20 
lipoprotein values were elevated in most of these 
persons; in slightly more than half of the persons 
in whom the results of lipoprotein determination 
were available, there was an elevation of the Sy 
20-100 fractions, while the S, 100-400 lipoprotein 
values were normal in most instances. The lipopro- 
tein values were normal or near normal in the 
“borderline” persons and in persons with a normal 
cholesterol serum level. 

Tendon, fascial, or periosteal xanthomas occurred 
in 23 of the 41 patients with hypercholesteremia. 
They did not occur in any of the spouses. In addi- 
tion to the commonly described sites of origin, 
some xanthomas were observed originating in sites 
not previously described: the plantar aponeurosis, 
periosteum overlying the lower tibia and medial 
malleoli, and the peroneal and_ posterior tibial 
tendons. Cutaneous xanthomas (excluding xanthel- 
asmas) occurred in 2 patients. Xanthelasmas were 
observed in 6 patients. Although the incidence of 
xanthomas increased with increasing age, the re- 
lationship was not absolute, some patients with 
hypercholesteremia having reached the 6th and 7th 
decades without the development of xanthomatosis. 
Some correlation between xanthomatosis and the 
degree of hypercholesteremia was observed, but 
here again there were exceptions. No xanthomas 
were found in persons with normal serum choles- 
terol levels or in “borderline” persons. Arcus senilis 
occurred in 22 patients with hypercholesteremia, 
11 of whom were less than 50 years of age. Only 2 
persons with normal serum cholesterol levels and 
2 “borderline” persons had arcus senilis. 

Fourteen patients with hypercholesteremia had 
clinical coronary artery disease. Four of these died 
of coronary occlusion in the course of the author's 
study. All had electrocardiographic abnormalities, 
either in the electrocardiograms taken at rest or 
after the two-step test. In 16 asymptomatic patients 
with hypercholesteremia, the Master two-step test 
was carried out; the response to exercise was ab- 
normal in 9. It is suggested that, in some of these 
patients, this test might indicate “occult” or pre- 
symptomatic coronary artery disease. Anginal pain 
was not present in the “borderline” group, but there 
was electrocardiographic evidence of an old pos- 
terior infarct in one patient. Of 16 two-step tests, 
5 were positive. In the group of persons with nor- 
mal serum cholesterol levels, one patient had defi- 
nite clinical coronary artery disease (an old 
posterior infarct), and 2 were suspected of having 
angina pectoris. One of the latter had a positive 
two-step test. Two of 10 asymptomatic patients 
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with normal serum cholesterol level who under- 
went this procedure had positive two-step tests. 
The incidence of hypertension and cerebrovascular 
and peripheral vascular disease in this series was 
low. It is suggested that hypertension and diabetes 
are more likely to be associated with these forms 
of atheromatous disease than is hypercholesteremia 
per se. Age too is an important factor; all but one 
of the patients who had clinical evidence of aortic 
or peripheral arterial disease or who showed calci- 
fication of pelvic or lower limb arteries on x-ray 
examination were in the 6th or the 7th decade. 
These data again point up the pathogenetic rela- 
tionships between hyperlipidemia and the clinical 
manifestations of xanthomatosis and atherosclerosis. 
Taking into account the factors of age and sex, 
there was a general, although by no means absolute, 
correlation between blood lipid levels and the 
development of xanthomas and coronary artery 
disease, overt or subclinical. 


The Incidence of Gall Stones. J]. R. Cain and H. 
Donato. J. South Carolina M. A. 55:17-19 (Jan.) 
1959 [Florence]. 


The authors investigated the relative incidence 
of gallstones with regard to sex, age, and race. 
Their report is based on 6,107 autopsies performed 
at the Medical College of South Carolina and the 
Roper Hospital in Charleston during 1913-1948. In 
order to ascertain whether improvement in diet 
might be accompanied by an increase in the inci- 
dence of gallstones, the autopsy records were di- 
vided into 2 groups, depending on whether the 
autopsies were performed before or after 1939. It 
was felt that the increased incidence should be 
more apparent in the Negro race, since Negroes 
had probably made proportionately greater strides 
in recent years in enhancing their diet. 

The authors found that the white race is approx- 
imately 3 times more susceptible to gallstones than 
the Negro race. Equally striking is the consistent 
sex difference, with females having a significantly 
higher incidence than males and with white fe- 
males having the highest incidence. The incidence 
of gallstones rises with age; they are rare in chil- 
dren. Whether the slight increase in incidence ot 
gallstones during 1940-1948, over 1913-1939, is sig- 
nificant cannot be determined. 


Studies of the Influence of Comfortable and Hot 
and Humid Environments Upon the Rate of Excre- 
tion of H®, HzO, Cl®*, Cl’*, Na”*, Rb**, and K* in 
Control Subjects and Patients with Congestive 
Heart Failure. G. E. Burch and C. T. Ray. J. Lab. 
& Clin. Med. 53:89-105 (Jan.) 1959 [St. Louis]. 


The authors studied the influence of a hot and 
humid hospital environment during the summer on 
certain phases of electrolyte and water metabolism 
in 9 women, between the ages of 22 and 65 years; 
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5 of these patients had chronic congestive heart 
failure, and the other 4 (1 convalescent from a 
respiratory infection, 1 with tuberculous arthritis, 
1 with sarcoidosis, and 1 convalescent from a lung 
abscess) served for contratests. These 9 patients 
were studied in 2 wards of the Charity Hospital of 
Louisiana in New Orleans; one ward was air-con- 
ditioned, and the environment of the other ward 
was hot and humid. The patients spent about equal 
time (2 weeks) in both environments. Three of the 
patients with chronic congestive heart failure and 
2 of the contratest patients were given intraven- 
ously radiochloride (Cl"*), radiorubidium (Rb**), 
and tritium hydroxide (H°OH) simultaneously at 
the onset of the studies. Dietary intake of sodium, 
chloride, potassium, and water was recorded, and 
the urinary excretion of these substances was meas- 
ured. Urinary clearance rates were determined 
for Cl" and Rb*° as well as stable chloride, stable 
sodium, stable potassium, and tritium (radiohydro- 
gen, H’). Osmolar excretion, glomerular filtration 
rate, and renal tubular reabsorption were measured. 

The results showed that a hot and humid summer 
environment produced in most of the patients a 
significant increase in extrarenal losses of water and 
electrolytes, even though the patients were at bed 
rest. In addition, there was an increase in osmolarity 
of the urine, with a tendency to negative-free water 
clearance. An unusual voluntary intake of water 
developed in some of the patients acclimatized to 
a hot and humid summer and continued while they 
were in the air-conditioned ward where extra re- 
quirements for water were not necessary. The habit 
of drinking large quantities of water appeared to 
be a manifestation of acclimatizing adjustments 
made by some people of Louisiana to the heat and 
humidity of summer. Probably with a longer period 
of residence in the cool environment the intake 
would have declined to the usual levels. The high 
intake, although adequate for the hot and humid 
environment and assuring essentially an average 
normal urinary state, resulted in a diluted urine of 
large volume when continued in the cool environ- 
ment. 

The experiments revealed marked daily fluctua- 
tions in urinary clearance and excretion of Cl", 
Rb**, stable chloride, stable sodium, stable potas- 
sium, tritium, and water, when intake of these sub- 
stances and physical activities were relatively 
constant. In view of these variations it is necessary 
to exercise caution when observing renal function 
and urinary excretion with only a few such measure- 
ments. The daily endogenous creatinine clearances 
recorded for 26 consecutive days revealed no sig- 
nificant differences between time course and mag- 
nitude of rate of glomerular creatinine clearance 
of the patients with or without chronic congestive 
heart failure. The patients with heart failure had 
both remission and exacerbations in their failure 
during the observation period. It was evident that 
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any variations in renal function associated with the 
congestive heart failure were primarily tubular. 
It would likewise appear that, unless congestive 
failure is severe, glomerular filtration remains with- 
in normal limits, at least for patients with moder- 
ately severe chronic congestive heart failure. 

Although only 3 radioactive isotopes were em- 
ployed in this study, it revealed the facility with 
which renal function may be followed continuously 
and simultaneously with different radioactive iso- 
topes. A larger number of such isotopes could be 
used equally well by taking advantage of differ- 
ences in rates of physical decay and energy and 
spectrums of radiation. By adding support to the 
physiological data previously described in man, 
with and without chronic heart failure, for Cl", 
Rb**, stable chloride, stable sodium, and_ stable 
potassium and by adding the simultaneously ob- 
served renal excretion of H°OH, the authors’ study 
increased the validity of the findings for man as 
a whole. 


Primary Diffuse Interstitial Pulmonary Fibrosis 
(Hamman-Rich) Syndrome. E. Hansen. Nord. med. 
60:1710-1715 (Nov. 27) 1958 (In Danish) [Stock- 
holm]. 


The Hamman-Rich syndrome is a diffuse, pro- 
gressive, interstitial fibrosis of the lungs of unknown 
etiology, ending in death after a few years and in 
especially fulminant cases within a few months. 
The pathological picture presents characteristic 
and marked changes. In clinically and roentgeno- 
logically suspected cases, diagnosis can be decided 
only by taking a lung specimen for biopsy. Hamman 
and Rich emphasize that the syndrome is distin- 
guished from the carnification process after an 
unresorbed croupous pneumonia in that there is 
only a slight tendency to organization of the intra- 
alveolar exudate and that the growth of connective 
tissue into the alveoli seen in carnification is lack- 
ing. The main symptoms are cough, with as a rule 
no, or only scanty, viscous expectorate, dyspnea that 
develops gradually, and increasing cyanosis. The 
roentgenologic findings, as a rule, leave no doubt 
as to a pulmonary disease but are so atypical that 
the diagnostic possibilities are numerous. The dis- 
ease is primary in the sense that it cannot be as- 
cribed to any preceding pulmonary disease, but a 
relation to earlier virus pneumonias cannot be 
excluded. Recent experiences seem to show that 
steroid treatment can at least temporarily stop or 
retard the fibrosing, but renewed progression after 
ended treatment indicates that the unknown stim- 
ulus continues to be active and the effect of the 
steroid treatment is only a suppression of the or- 
ganism’s reaction to this stimulus. The latest report 
on the effect of cortisone treatment over a longer 
period apparently permits a certain therapeutic 
optimism. The effects of corticotropin and cortisone 
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make these drugs useful in the treatment of rela- 
tively new and rapidly progressive cases and im- 
prove the hitherto bad prognosis. 

Agammaglobuli and Respiratory Infection. 
J. Bouton, E. Fogel Kore, I. Kore and others. Torax 
7:89-118 (June) 1958 (In Spanish) [Montevideo, 
Uruguay]. 


A deficiency or absence of gamma globulin in 
the blood, either idiopathic or occurring secondarily 
to diseases of the lymph nodes or of the reticulo- 
endothelial system, is rare. The main features char- 
acterizing agammaglobulinemia are: (1) multiple 
infections, especially respiratory infection; (2) ab- 
sence of antibodies and isoagglutinins; and (3) 
absence of serum gamma globulin in the electro- 
phoretic proteinogram, whereas the other fractions 
are normal. The condition may be treated by the 
periodic administration of intramuscular injections 
of purified gamma globulin (human) so as to prevent 
recurrences of the infections. Respiratory infection, 
as a rule, occurs in association with gastrointestinal 
and other infections and is often complicated by 
fatal suppurative meningitis. There is neither ac- 
quired nor induced immunity, as evidenced by a 
negative tuberculin reaction and by positive Dick 
and Schick reactions. Sputum cultures during bouts 
of respiratory infection have revealed Diplococcus 
pneumoniae as the predominant organism. Both in 
the acute and in the chronic phases of the disease, 
the sputum is negative for tubercle bacilli. 

The authors report the case of a 17-year-old girl, 
who was hospitalized in the Pablo Purriel Hospital 
of Montevideo during an episode of respiratory 
infection, from which she had suffered since the 
age of 3 years. Bilateral bronchiectasis had been 
observed at the age of 6, and splenomegaly and 
symptoms of hypersplenism at the age of 10. These 
symptoms paralleled the recurrent respiratory in- 
fection and regressed with remission of the disease. 
A brother who had also suffered from recurrent 
respiratory disease since birth died at the age of 
10 months of bronchopneumonia complicated by 
meningitis. The electrophoretic proteinograms of 
the parents and of 3 sisters were normal, but those 
of 2 brothers showed hypogammaglobulinemia. 
The grandparents of all these siblings were first 
cousins. The patient, on hospitalization, had anemia 
as well as agammaglobulinemia, and a sternal mye- 
logram showed changes of granulocytic hyper- 
plasia. Treatment consisted of the intramuscular 
injection of a 12% solution of purified gamma glob- 
ulin (human) in a dosage of 0.15 cc. per kilogram 
of body weight. Tetracycline and nystatin were 
also given but only during the period of acute 
infection. Gamma globulin continued to be admin- 
istered in individual doses and at intervals which 
were adjusted according to the ratio of serum 
gamma globulin in the periodically controlled pro- 
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teinograms. With this maintenance therapy the pa- 
tient’s bronchopulmonary symptoms and diarrhea 
subsided, splenomegaly was greatly diminished, 
anemia disappeared, and leukocytosis became nor- 
mal. The respiratory and other infections have not 
recurred, and the ratio of serum gamma globulin 
in the proteinogram stands at 11%. 

According to the authors, antibiotics should be 
administered to patients with agammaglobulinemia 
only during the period of acute infection. Prolonged 
or untimely administration may cause resistance of 
the intestinal bacteria, with consequent chronic 
intestinal infection. Blood transfusion and the ad- 
ministration of hormones and vaccines, including 
BCG, are interdicted. Blood transfusion may be 
followed by a fatal viral hepatitis, and hormones 
and vaccines are unnecessary, and even dangerous, 
because of the immunological defects of the pa- 
tients. 


Palpability of the Liver Edge in Healthy Adults. 
E. D. Palmer. U.S. Armed Forces M. J]. 9:1685-1690 
(Dec.) 1958 [Washington, D. C.]. 


Uncertainty over just how far below the costal 
margin the right lobe of the adult liver may nor- 
mally extend seems to be common. The location of 
the lower edge of the liver does not necessarily 
bear a relationship to the size of the organ, and 
one must determine the position of the liver’s 
cephalad limit by percussion before hepatomegaly 
can be diagnosed. Nevertheless, diffuse hepato- 
megaly manifests itself almost wholly in the down- 
ward direction. Conversely, any great degree of 
extension of the liver’s edge below the costal mar- 
gin almost always indicates hepatomegaly. The 
studies described were concerned with the range 
of positions occupied by the inferior border of the 
liver’s right lobe, as judged by palpation, in a 
group of normal adults. Observations on the liver 
were recorded during routine physical examina- 
tions on 1,000 military subjects who were free from 
liver disease. 

The author shows that it is necessary to be very 
precise about the point at which the measurement 
is made when recording liver size on the basis of 
the position of its edge. The best point for the 
determination lies along a line just lateral to the 
right rectus muscle margin, in the linea semilunaris. 
The liver edge in 42.6% of the subjects could not 
be palpated, and in 14.4% it could be felt to de- 
scend to the costal margin but not beyond; in 15% 
it descended 1 cm. below the costal margin; in 
12.9% it descended 2 cm.; in 8.2%, 3 em.; in 5.7%, 
4 cm.; and in 1.2%, 5 cm. No correlations could be 
found between the position of the liver’s edge and 
the subjects’ sex, age, height, weight, or subcostal 
configuation. In commenting on these findings, the 
author points out that the examinations were made 
at various times throughout the day. The normal 
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adult liver, which weighs about 1,500 Gm., contains 
about 800 ml. of blood. The blood content, there- 
fore, exerts an important influence over liver weight 
and size. Because, presumably, this blood fluctu- 
ates with the phase of digestion and physical activ- 
ity, it must be supposed that liver size may vary 
significantly from hour to hour during the day and 
perhaps from day to day. 


I:xperiences with the Artificial Kidney at the Medi- 
cal College Hospital. C. MI. Smythe, A. V. Williams 
and J. Buse. J. South Carolina M. A. 55:5-9 (Jan.) 
1959 [Florence]. 


The authors summarize experience gained with 
extracorporeal dialysis in the treatment of patients 
with acute renal failure at the Medical College 
Hospital in Charleston. They used the Kolff type 
of disposable dialyzing unit for 16 dialyzation 
treatments in 11 patients chosen from a large group 
with acute and chronic renal failure. On the basis 
of a detailed case report, the authors show that 
during the development of hyperkalemia or uremia 
dialysis will have to be repeated at frequent inter- 
vals. In general, timing of dialysis and careful 
attention to fluid and electrolyte balances and to 
electrocardiographic changes proved important. 

Diagnosis has remained a major problem. Not 
only has it been difficult to judge the exact etio- 
logical agent causing acute anuria but even whether 
a patient has acute renal disease. Acute renal failure 
after acute trauma is simple enough to diagnose. 
However, in postpartum patients the differential 
diagnosis between tubular and glomerular injury 
may be difficult. This is of vital importance, for 
severe glomerular destruction is essentially irre- 
versible. Difficulties arise also in patients with 
medical problems. Thorough history taking is im- 
portant to establish the presence or absence of 
preexisting renal disease. Eyeground changes, heart 
size, cardiac contour, and electrocardiographic 
changes may help in differentiating an exacerbation 
of chronic renal disease from acute renal disease. 

The authors found the dialyzing apparatus to be 
serviceable and practical. Six of the 11 patients 
survived. Four of these had acute renal failure, and 
all 4 are well at present. Three of the 5 patients 
who died were examined at autopsy and were 
found to have irreversible kidney disease. 


Corticotrophin and Steroids in the Diagnosis and 
Management of “Obstructive” Jaundice. W. H. J. 
Summerskill and F. A. Jones. Brit. M. J. 2:1499- 
1502 (Dec. 20) 1958 [London]. 


In 12 patients with obstructive jaundice of un- 
certain cause, the effect of a 5-day trial of steroid 
or corticotropin therapy was of great value in re- 
ducing serum bilirubin levels and in differentiating 
between intrahepatic obstruction due to hepatitis 
and extrahepatic obstruction. Serum alkaline phos- 
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phatase concentrations also fell during treatment, 
although to a less extent, thus suggesting that the 
reduction of jaundice caused by corticotropin or 
steroid drugs was due to increased bile excretion. 
The drugs acted immediately, and no difference 
was apparent between corticotropin and_ steroids. 

These findings accord with earlier observations 
that corticotropin and steroid compounds may in- 
fluence the jaundice both of hepatitis and of extra- 
hepatic obstruction, but they challenge the con- 
clusion that the drugs have no value in the difter- 
ential diagnosis between the 2 conditions. Four of 
5 patients with intrahepatic obstructive jaundice 
due to hepatitis had reductions in serum bilirubin 
levels which exceeded any that occurred in pa- 
tients with extrahepatic obstruction due to tumor. 
The “critical” figure in this series was a fall in the 
serum bilirubin level of 8% or more a day in a peri- 
od of 4 to 8 days, and review of earlier studies in 
patients with extrahepatic biliary obstruction shows 
that such a response to corticotropin is rare. The 
continued administration of the drugs to those who 
have shown a response to the initial test permits a 
confident diagnosis of hepatitis, if there is sus- 
tained improvement. Corticotropin or steroid ther- 
apy is the treatment of choice for such patients. 
Failure to improve with treatment does not exclude 
hepatitis. In viral hepatitis, a proportion of patients 
may present with variable clinical, biochemical, or 
histological features of obstruction. Six patients 
with such cholangiolitic findings responded to cor- 
ticotropin much better than many other patients 
with hepatitis. 


SURGERY 


Spontaneous Hematoma of the Rectal Abdominal 
Muscles: A Clinical Contribution. A. Pannella. 
Riforma med. 72:1303-1308 (Nov. 15) 1958 (In 
Italian) [Naples]. 


Three patients, 2 female and 1 male, aged 70, 78, 
and 74 years, respectively, with spontaneous hema- 
toma of the rectal abdominal muscles are reported 
on. The symptoms appeared suddenly in all the 
patients, the condition having been caused by 
spells of coughing. Swelling occurred on the left 
side of the epigastric region in one patient and to 
the right of the mesogastric region in the other two. 
The surface of the swelling was smooth in the first 
and second patients, the skin covering the swelling 
having an ecchymotic color in the first patient and 
a color which was between dark blue and yellowish 
green in the second. There was also an ecchymotic 
discoloration of the skin swelling in the third pa- 
tient. In all the patients this swelling, after having 
appeared suddenly, regressed gradually within a 
short period of time. No intestinal disturbances or 
peritoneal symptoms were present, but all the pa- 
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tients had arteriosclerosis. The first and third pa- 
tients were subjected to medical therapy and the 
second to surgical therapy, with good results. 


On Surgically Treated Herniated Intervertebral 
Discs. B. Knutson and G. Wiberg. Acta orthop. 
scandinav. 28:108-123 (no. 2) 1958 (In English) 
{Copenhagen}. 


The authors report on 134 men and 117 women, 
between the ages of 16 and 68 years, who were 
operated on for protruded or herniated interverte- 
bral disk in the department of othopedic surgery 
of the University Hospital of Lund, Sweden. Weak- 
ness in dorsal flexion of the great toe was noted in 
58 (71%) of 82 patients, in whom the power of this 
dorsal flexion was tested and in whom surgical 
intervention revealed protrusion or prolapse of the 
disk at the 4th and 5th lumbar vertebrae levels. Of 
those patients on whom paresis of the great toe was 
observed, surgical intervention revealed protrusion 
or prolapse of the disk between the 4th and 5th 
lumbar vertebrae in 63%. Of the 133 patients in 
whom surgical intervention revealed prolapse of 
the disk between the 5th lumbar and Ist sacral 
vertebrae, the achilles tendon reflex was impaired 
or absent in 111 (83%). Of those patients in whom 
clinical examination revealed impairment or ab- 
sence of the achilles tendon reflex, surgical inter- 
vention revealed protrusion or prolapse of the disk 
between the 5th lumbar and Ist sacral vertebrae 
in 81%. 

Myelography was performed with the aid of air- 
oxygen in 80 patients and with the aid of a water- 
soluble Scandinavian contrast medium preparation 
in 63 patients. Of those in whom myelography 
showed a protrusion between the 4th and 5th lum- 
bar vertebrae, surgical intervention confirmed the 
finding in 77% of those from whom myelograms 
were obtained with air-oxygen, and in 93% of those 
from whom myelograms were obtained with the 
aid of the contrast medium. Surgical intervention 
revealed protrusion or prolapse of the disk between 
the 4th and 5th lumbar vertebrae in 36% and pro- 
trusion or prolapse of the disk between the 5th 
lumbar and Ist sacral vertebrae in 69% of those 
patients in whom myelography with air-oxygen 
had shown no signs of an abnormal condition. Sur- 
gical intervention revealed protrusion or prolapse 
of the disk between the 4th and 5th lumbar verte- 
brae in 1 patient, and between the 5th lumbar and 
Ist sacral vertebrae in 9 of 12 patients whose myelo- 
grams obtained with the aid of the contrast medium 
did not show any signs of an abnormal condition. 
Myelography with the aid of a water-soluble con- 
trast medium gives more reliable results than mye- 
lography with the aid of air—-oxygen, but a certain 
degree of roentgenologic overdiagnosis and under- 
diagnosis must be expected. 
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A questionnaire was mailed to the 251 patients 
within 4 to 12 years after the surgical intervention, 
and 241 (96%) replied. Improvement was reported 
by 228 (94.5%), and the remaining 13 patients (5.5%) 
reported no change or deterioration. The time re- 
quired for postoperative recovery varied from 6 
weeks to 1 year. 


Surgical Treatment of Stenosis of the Aqueduct of 
Sylvius: Considerations on 75 Patients Operated 
On. I. Papo and R. Tritapepe. Minerva chir. 13: 
1299-1305 (Nov. 30) 1958 (In Italian) (Turin, Italy]. 


The authors report on 75 patients with hydro- 
cephalus caused by stenosis of the aqueduct of 
Sylvius, who were operated on during the period 
from 1938 to 1957 in the surgery clinic of the Uni- 
versity of Milan. Sixty-two patients were below 30 
years of age. One of 2 patients subjected to decom- 
pression of the posterior cerebral fossa was dis- 
missed from the hospital in fair condition but was 
lost sight of; the other patient was still alive and 
working 13 years after the operation. One patient 
subjected to removal of the obstruction died of 
purulent meningitis. 

Twelve of the 62 patients subjected to ventric- 
ulocisternostomy, according to the Stookey-Scarft 
technique, died while still in the hospital. Ten of 
these patients derived no benefit from the operation 
and showed no improvement. Immediate onset of 
increasing coma followed in 8 patients who later 
suffered marked hyperthermia and decerebrate 
rigidity. One patient during the operation, carried 
out under local anesthesia, suffered general epi- 
lepsy with cerebral edema, which caused death 
after a few hours. One patient soon after the opera- 
tion developed intense bronchorrhea, with respira- 
tory disturbance and cardiocirculatory insufficiency, 
and died 5 days later. Two patients who died in 
hyperthermic coma, with severe cerebrospinal 
hypertension, at preoperative cisternography pre- 
sented a blocking at the level of the cisternae 
basales. Two patients, after deriving some benefit 
from the operation for a period of 9 and 5 days, 
respectively, suffered a relapse of the intracranial 
hypertension, which became progressively worse 
and was accompanied by sopor; hyperthermic 
coma and decerebrate rigidity developed later. 
These patients died 12 and 30 days, respectively, 
after the operation. 

The Stookey-Scarff ventriculocisternostomy was 
not sufficient in 12 patients to check permanently 
the intracranial hypertension. Seven of these pa- 
tients eventually were subjected to other pro- 
cedures. Of the 5 patients who were not reoperated 
on, 2 showed postmeningeal blocking, with ob- 
struction of the cisternae basales, and derived no 
benefit from the operation; one of them died after 
2 months. A third patient showed no clear remis- 
sion of the symptoms of hypertension and was re- 
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admitted to the hospital after 7 years, with de- 
mentia, severe reduction of vision, and _ astasia- 
abasia. In the remaining 2 patients relapse of 
hypertension occurred a few months after the op- 
eration, and one of them died within 4 months. 
Ventriculocisternostomy according to the Stookey- 
Scarff technique, however, had a beneficial effect 
on 34 patients, in whom a good equilibrium was 
obtained, and the intracranial hypertension disap- 
peared. Twelve of these patients were lost sight of, 
but 22 are still alive and in good condition from 
14 months to 15 years after the operation. 

Some patients who derived no benefit from the 
Stookey-Scarff operation were later subjected to 
the Torkildsen operation but with no success. In 
addition, the Torkildsen ventriculocisternostomy 
was performed, as the first operation, on 8 patients. 
The first patient died on the second day in hyper- 
thermic coma after exploration of the posterior 
cerebral fossa. The second patient died of purulent 
meningitis a few weeks after the operation, and 
the third patient died after 40 days. The fourth pa- 
tient, who most likely had a neoplasia of the cere- 
bral trunk, died 19 months after the operation. The 
fifth patient, who had been dismissed from the 
hospital after a normal postoperative course and 
disappearance of the hypertensive syndrome, was 
lost sight of. The remaining 3 patients were found 
to be in good condition 28, 27, and 12 months, 
respectively, after the Torkildsen operation. 


A Statistical Comparison Between the Future Con- 
dition of Patients with Mitral Valve Disease Op- 
erated On and of Those Not Operated On. E. Don- 
zelot, R. Heim de Balsac, P. Samuel, and E. Beyda. 
Semaine hdp. Paris 34:2855-2858 (Nov. 28) 1958 
(In French) [Paris]. 


The authors report on 322 patients with disease 
of the mitral valve, who were examined or operated 
on between February, 1951, and September, 1954, 
and whose conditions were followed for from 20 
months to 5 years. One hundred sixty-five patients 
were operated on, and 157 were not. Those who 
did not undergo surgery were assigned to 4 cate- 
gories. In the first category were 120 patients who 
were not in operable condition because of large 
valvular lesions, hypertension, or nonreducible car- 
diac insufficiency. Although 59 of these patients 
died, 61 are still living but have had to limit their 
activities. The 7 patients in the second category 
included those with such temporary contraindica- 
tions to operation as progressive renal tuberculosis, 
pulmonary tuberculosis, bacterial endocarditis, and 
bouts of rheumatism. Three of these patients later 
underwent commissurotomy, 3 others soon will, 
and the 7th patient is still in inoperable condition. 
The 11 patients in the third category were classified 
as having a mitral stenosis which was not serious 
enough to warrant operation. [The cross-sectional 
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area of the mitral aperture must be not less than 
2 sq. cm. if it is to permit sufficient flow of blood; 
patients with stabilized mitral valve disease are 
much more numerous than the statistics show, be- 
cause many of them do not consult a physician.] 

The fourth category consisted of 19 patients 
whose mitral stenosis indisputably indicated a com- 
missurotomy but who were not operated on. In this 
group 12 refused intervention, 6 agreed to it but 
postponed the operation, and 1 died before he 
could be prepared for surgery. All 19 patients in 
category 4 were considered candidates for opera- 
tion in accordance with the same criteria which 
were applied to the 165 patients who underwent 
surgery. All conditions of age, sex, clinical state, 
etc. were analogous. The authors have made a 
valuable comparison between the outcomes in the 
19 patients who refused operation and the 165 pa- 
tients who agreed to it; there were 16 deaths among 
the latter (or a mortality rate of 9.7%) and 11 deaths 
among the former (or a mortality rate of 58%). The 
conditions of 2 patients among the 165 and of 4 
among the 19 grew worse. But of the 165 patients 
who underwent surgery, the conditions of 133 (or 
80%) improved, 100 to the point where they could 
return to work and could lead a normal life. 

The gravity of spontaneous evolution of mitral 
stenosis in its pure form, or in forms associated 
with a mitral insufficiency or another lesion, is evi- 
dent from the fact that 50% or more of these pa- 
tients die within 5 vears if there is no intervention. 
The change brought about by commissurotomy 
shows the great value of this intervention. 


Possibilities and Limitations of Induced Hypo- 
thermia in Operation on the Bloodless Heart: Ex- 
perimental Study. A. Martelli, E. Belelli and 
L. Urso. Clinica 18:301-316 (no. 5) 1958 (In Italian) 
[Bologna, Italy]. 


Direct intracardiac surgery by induction of hypo- 
thermia was experimentally studied in 20 dogs, 
divided into 5 groups. All the dogs were immersed 
in an iced bath until the rectal temperature reached 
30 C (86 F). Then the chest was opened through 
the 4th right intercostal space; this procedure was 
followed by arrest of circulation, incision and 
closure by suture of the right atrium, and rewarm- 
ing to normal body temperature. Of 4 dogs in the 
first group, arrest of circulation lasted between 5 
and 15 minutes in 2 dogs. Sinus rhythm was re- 
stored in one dog, and defibrillation through mas- 
sage and electric shock was required in the other 
dog. Irreversible fibrillation took place in the re- 
maining 2 dogs, in which circulatory arrest lasted 
longer than in the first 2. 

Cannulation through the subclavian or the right 
carotid artery and injection of oxygenized blood 
into the coronary arteries were added to the pre- 
ceding procedure in the second group of 4 dogs. 
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Irreversible and fatal ventricular fibrillation de- 
veloped in all 4 dogs. Arrest of circulation was 
preceded by injection of procaine hydrochloride 
into the node of Keith and Flack in the third group 
of 3 dogs. This method was useful in preventing 
fibrillation, and sinus rhythm was restored in all 3 
dogs. Cardiac and circulatory arrests were induced 
by the administration of potassium citrate in hep- 
arinized blood according to the technique of Mel- 
rose in the fourth group of 4 dogs and by adminis- 
tration of acetylcholine according to the technique 
of Moulder in the fifth group of 5 dogs. Ventricular 
fibrillation, which was mostly irreversible, took 
place in the dogs which received potassium citrate. 
No ventricular fibrillation was observed in the dogs 
which received acetylcholine. The authors con- 
clude that hypothermia has limited application in 
surgery despite the use of drugs for prevention of 
ventricular fibrillation. 


ment of Papillary Carcinoma of the Thy- 
, Beahrs and L. B. Woolner. Surg. 
4)8:43-48 (Jan.) 1959 [Chicago]. 


rol ¥ 


Gynec. & 


Views on methods of management of carcinoma 
of the thyroid vary widely. Some physicians are of 
the opinion that certain malignant lesions should 
not be treated surgically at all; some advise only 
conservative surgical measures, while others recom- 
mend radical surgery. In general, carcinomas of 
this gland can be divided into 2 groups: (1) those 
of low degree of malignancy, the majority of which 
are papillary carcinomas, and (2) those of high de- 
gree of malignancy, the anaplastic carcinomas. The 
behavior pattern of each group is decidedly dif- 
ferent from that of the other. As currently defined, 
in the section of surgical pathology at the Mayo 
Clinic, papillary carcinoma is a well-differentiated 
tumor which usually shows a striking mixture of 
papillary follicular structural components. 
Within the papillary group there is considerable 
variation in size of the primary lesion and the de- 
gree of invasiveness of the tumor. Certain papillary 
carcinomas may be minute, even microscopic, and 
vet be associated with bulky nodal metastasis. 

This study was undertaken to evaluate a series 
of patients with papillary lesions, who had been 
included in a 1951 report from the Mayo Clinic 
concerned with patients who had been treated for 
carcinoma of the thyroid between 1938 and 1947 
inclusive. The records of the 174 in whom the 
lesions were previously classified as papillary car- 
cinoma were restudied. Twenty-four patients were 
excluded, the lesions in most of them being angio- 
invasive follicular and solid carcinomas or papillary 
adenomas. In 136 of the remaining 150 cases, defini- 
tive surgical treatment was carried out. Thirteen 
patients had inoperable lesions, and biopsy only 
was performed. One patient had palliative lobec- 
tomy; at the time of operation gross carcinoma 
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remained in the midline portion of the neck. The 
treatment and survival rates for the 136 patients 
who received what was thought by the surgeon to 
be curative surgical treatment have now been 
evaluated. 

Lobectomy on the side of the lesions or subtotal 
thyroidectomy was performed on all the patients 
except 2 on whom total thyroidectomy was done. 
Metastasis to cervical nodes occurred in 47.1%. The 
patients were treated by modified neck dissection, 
except in 5 instances in which radical neck dissec- 
tion was carried out. No cervical procedure was 
done for patients who did not have clinically in- 
volved cervical nodes or for those in whom nodes 
could not be felt at the time of operation. The 
5-year survival rate was 97%; the 10-year rate, 
87.9%; and the 15-year rate, 75.5%. These results 
support the belief that radical operation is not 
always essential in the management of papillary 
carcinoma of the thyroid and that neck dissection 
is not indicated in the absence of known enlarged 
cervical nodes. 


A Report on Studies of Spinal Traction. G. A. Law- 
son and C. M. Godfrey. M. Serv. J. Canada 14:762- 
771 (Dec.) 1958 [Ottawa]. 


Four factors have been suggested as contributing 
to the effect of traction on painful back and neck 
conditions: (1) immobilization, (2) reduction of 
muscle spasms, (3) reorganization of disk material, 
and (4) vertebral realignment. In commenting on 
these factors, the authors say, with regard to im- 
mobilization, that many backaches get better if the 
patient goes to bed for 3 weeks. With regard to 
release of muscle spasm, it has been observed that 
stretching a painfully tight muscle gives relief from 
pain. Some investigators have shown by diskogram 
studies that there is some sucking back of extruded 
nuclear material into the center of the disk on 
traction. Regarding separation of the vertebrae, 
there has been considerable conjecture. The authors 
cite figures on the range of weights applied and on 
the duration of traction applied to different parts 
of the spinal cord. They examined with the aid of 
X-rays a group of patients before and during cervi- 
cal or lumbar traction. The films were read without 
any knowledge of the order in which they had been 
taken. The roentgenologist attempted to measure 
the amount of vertebral separation on each film. 
The reports were appended to the x-ray films and 
only then was the roentgenologist told which films 
were taken before and which during traction. 

For cervical traction, the authors used an over- 
head suspension with a bar and a head sling. The 
patient was seated with his back to the suspension 
apparatus, and traction was applied by means of 
a spring-lift scale to the amount and time decided 
upon. Usually 40 to 60 Ib. of traction for 20 minutes 
was given, a film was taken, and then in some cases 
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100 Ib. was applied for 1 minute with a follow-up 
film. In 2 patients films were taken before and dur- 
ing horizontal traction. All patients had received 
traction previously and were relaxed during investi- 
gation. For lumbar traction, a canvas hammock- 
type of traction frame was used. Not only were 
roentgenologic control films taken, but the height 
of the patient before and after cervical traction was 
ascertained. Height measurements were made on 
36 patients, who received at least 10 traction treat- 
ments, and roentgenologic studies were made on 
26 patients. It was found that spinal traction with 
weights up to 100 Ib. on the cervical area and 150 
Ib. on the lumbar region for varying amounts of 
time resulted in no significant separation of the 
vertebrae. Cervical traction resulted in a_ slight 
temporary increase in height. 


Spontaneous Perforation of the Common Bile Duct: 
Report of a Case. T. C. Gertz. A. M. A. Arch. Surg. 
78:7-11 (Jan.) 1959 [Chicago]. 


The author reports on a 4!2-month-old female 
infant who had had jaundice of varying intensity 
since she was 5 weeks old. The stools were acholic, 
and the urine contained only traces of bile pig- 
ments. The abdomen was distended with ascites. 
The patient had large bilateral inguinal hernias 
containing fluid. The abdomen was opened through 
a transverse incision in the epigastrium. On open- 
ing, large amounts of bile-stained fluid escaped. 
The stomach and the duodenum were adherent to 
the lower surface of the liver and obscured the 
porta hepatis and the ligament. They were dis- 
sected free in order to gain access to the hepato- 
duodenal ligament. In this procedure a large cavity 
was entered, the walls of which consisted of heavily 
bile-stained fibrous and fibrinous tissue. The cavity 
contained traces of clear bile. Through a puncture 
of the gallbladder, the gallbladder and the bile 
ducts were filled with iodopyracet (Diodone), and 
a  cholecystocholangiogram was taken which 
showed an evident leakage in the inferior part of 
the common bile duct and an obstruction of the 
passage to the duodenum. It was not possible to 
localize the pertoration. A rubber tube was placed 
in the region of the common duct, and the abdomen 
was closed in layers. Postoperatively, there was 
profuse drainage of bile for some days, but after 9 
days this gradually ceased and the drain was re- 
moved. A month after the surgical intervention, 
the patient was discharged in excellent condition. 
The inguinal hernias disappeared spontaneously 
after the operation. 

Ten additional cases of spontaneous perforation 
of the common bile duct in infants between the 
ages of 3 weeks and 22 months were collected from 
the literature. The findings in these patients and 
in the author’s patient showed that spontaneous 
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perforation of the common bile duct is a disease 
typically characterized by a mild, intermittent 
jaundice, acholic stools, absence of bile pigments 
in the urine, distended abdomen with ascites, and, 
very often, bilateral inguinal hernias with fluid. 
Although the disease may run acutely, the course 
is mostly subacute. If the disease is let alone, it is 
occasionally fatal; usually, though, it responds well 
to surgical intervention, which ought to be per- 
formed as soon as the diagnosis has been made. 
Simple drainage of the region of the common duct 
has in most patients been adequate. Operative 
cholecystocholangiography is a valuable diagnostic 
method. 


Prevention and Treatment of Infections in Bone. 
J. H. Moe. Journal-Lancet 79:2-7 (Jan.) 1959 
[Minneapolis]. 


The author reports the case of a 48-year-old 
woman with a comminuted fracture of the right 
lower femur for which she was treated by open 
reduction and internal fixation with a nail and 
plate combination. Wound infection occurred de- 
spite administration of large daily doses of anti- 
biotics. The operative wound was opened, and evi- 
dence of purulent osteomyelitis was found. Ampu- 
tation through the middle of the thigh was advised 
but refused by the patient. For one year numerous 
attempts were made to control the infection with- 
out amputation. Rush pins were inserted 10 days 
after the initial débridement and removal of plate 
and screws. The wound did not become clear. A 
high thigh amputation performed with the consent 
of the patient proved inadequate, and a disarticula- 
tion of the hip finally became necessary to control 
the infection. Plate-and-screw fixation does not 
serve as a satisfactory method of fixation in the 
presence of osteomyelitis. The screws loosen, the 
drill holes become filled with granulation tissue, 
and the bone becomes necrotic under the plate. A 
second case of a comminuted fracture of the femur 
in a 32-year-old man is reported, with satisfactory 
outcome of a severe infection of the operative 
wound. The infection had occurred after open re- 
duction with double-plate fixation without external 
support, requiring 4% hours because of an inade- 
quate armamentarium of equipment. Plate-and- 
screw fixation was removed when the wound was 
opened and débrided. All dead tissue and some 
bone were removed. This procedure was followed 
by packing the wound and irrigating it while main- 
taining position of the fracture by traction in sus- 
pension. After one week an intramedullary nail was 
inserted, and open packing and irrigation with 
sodium chloride solution and antibiotics were con- 
tinued for an additional week. Specific antibiotics 
were given systematically. Subsequently, secondary 
closure was successful in obtaining soft tissue cov- 
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erage, with minimal drainage from a small seques- 
trum visible 2 months later. The wound healed 
after sequestrectomy. 

Excessive operating time in surgical open reduc- 
tion of fractures invites infection. The use of plates 
and screws without external fixation provides in- 
adequate internal fixation in comminuted fractures 
of long bones. Wound infections in open fracture 
surgery should not be treated expectantly. The 
surgical principles of complete exposure of the 
infected area, eradication of the grossly necrotic 
tissue, removal of all plates and screws, and open 
packing of the wound for easy dependent drainage 
are sound. Maintaining position of the fracture 
fragments and instituting specific antibiotic medi- 
cation, both locally and systemically, are also of 
importance. The optimum time for secondary 
closure is about 5 to 10 days. When secondary 
closure is done, the wound must be completely 
obliterated of dead space. Intramedullary nail fixa- 
tion can be instituted in the presence of infection 
without hazard. On the other hand, plates and 
screws are not well tolerated. When bone seques- 
trates, the necrotic portion must be removed. 

The prevention of infection in compound frac- 
ture wounds is directly related to the initial care 
given the wound. Only wounds which are very 
fresh and thoroughly cleansed should be closed 
primarily, and such closure must be done without 
tension. All wounds several hours old and those 
which are doubtfully clean should be packed open 
with fine mesh gauze and closed secondarily. Ex- 
ternal support to the fracture by cast or suspended 
splinting should always be given. The prevention 
and control of infections in bone as well as in soft 
tissue in hospitalized patients require constant 
vigilance and good surgical judgment. Team work 
on the part of physicians, nurses, and personnel is 
of utmost importance. The salient features of a 
program directed toward eradicating infections are 
outlined. 


The Removal of Excessive Potassium and Ammo- 
nium from Bank Blood Prior to Transfusion. D. C. 
Schechter, T. F. Nealon Jr. and J. H. Gibbon Jr. 
Surg. Gynec. & Obst. 108:1-6 (Jan.) 1959 [Chicago]. 


Blood undergoes certain biochemical changes 
during storage, the most significant of which, for 
the recipient of the blood, are the greatly increased 
concentrations of ammonium and potassium. The 
authors investigated this increase and describe a 
simple method for removing excessive potassium 
and ammonium from stored blood prior to trans- 
fusion. They collected from the cubital vein of each 
of 27 male volunteers 500 ml. of whole blood. A 
sample was withdrawn for chemical analysis, and 
the remainder of the blood was stored at 5 C. The 
blood from 9 of these men (group A) was collected 
in 500-ml. silicon-coated vacuum bottles (Transfuso 
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Vac), containing 120 ml. of acid-citrate-dextrose 
solution, U.S.P. formula B. Three bottles were 
stored for 7 days, 3 for 14 days, and 3 for 21 days. 
The blood from 9 subjects (group B) was collected 
in plastic bags (acid-citrate-dextrose blood pack), 
containing 75 ml. of acid-citrate-dextrose solution, 
U.S.P. formula A. These likewise were stored for 
periods of 7, 14, and 21 days. Blood was drawn 
from 9 subjects, group C), passed through a cation- 
exchange resin, and then stored in a plastic con- 
tainer (ion-exchange blood pack) for periods of 2, 
5, and 10 days. The shorter time intervals were 
selected for this group because 10 days is the upper 
limit of cell survival under these conditions. 

At the completion of the various periods of 
storage the blood was removed from the refrigera- 
tor. A sample of the blood was taken for analysis, 
and the remainder of the blood was passed through 
a resin column. The resin columns used consisted 
of 50 Gm. of Dowex 50-X8, sodium cycle, supported 
on 100-mesh nylon bolting cloth, in a vinylite cas- 
ing. The columns were connected to the blood con- 
tainers. The cold blood was passed over the resin 
at room temperature to simulate conditions pre- 
vailing during most clinical transfusions. 

It was found that there is a progressive increase 
in ammonium and plasma potassiuin in blood stored 
in siliconized vacuum bottles and plastic containers. 
These ions accumulated more rapidly in blood de- 
calcified by passage through an ion-exchange col- 
umn than in blood to which acid-citrate-dextrose 
solution has been added. Passage of stored blood 
across a cation-exchange resin consistently reduced 
the concentrations of plasma potassium and blood 
ammonium to, or below, normal levels. This reduc- 
tion was accompanied by a small increase in the 
plasma sodium concentration. This simple method 
is recommended as a means of effectively removing 
excessive potassium and ammonium from bank 
blood prior to transfusion. 


Dispensability of Post-Operative Penicillin in Sep- 
tic-Hand Surgery. J. Anderson. Brit. M. J. 2:1569- 
1571 (Dec. 27) 1958 [London]. 


In an attempt to evaluate the common use of 
penicillin after surgical interventions on_ septic 
lesions of the hand, the author studied the post- 
operative care given to 357 outpatients with sepsis 
of the hand. Of the 357 patients, 106 did not re- 
ceive any chemotherapy, 110 were given penicillin 
orally, 104 received penicillin by intramuscular 
route, and 37 were excluded from the study be- 
cause of complications, failure to return for dress- 
ings, or chronic infections. The types of the lesions 
in the 320 patients included paronychia in 102, 
onychia in 31, pulp abscess in 82, other abscesses 
in 94, and septic blister in 11. The respective heal- 
ing times in the 3 unselected postoperative treat- 
ment groups were 9.4, 9.5, and 9.2 days. 
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The reduction in the over-all average healing 
time of less than a quarter of a day in the patients 
receiving penicillin by intramuscular route as com- 
pared with the group receiving no chemotherapy, 
under the conditions of the study, does not justify 
the administration of penicillin postoperatively 
without a special reason. Careful clinical examina- 
tion, accurate diagnosis, and precise surgical inter- 
vention are of greater importance than routine 
chemotherapy. Routine postoperative administra- 
tion of penicillin does not hasten healing in septic 
lesions of the hand which require surgical treat- 
ment, provided that a careful technique is based 
on anatomically accurate diagnosis. Penicillin has 
been safely excluded from the postoperative en- 
vironment of uncomplicated acute infections of the 
hand, and this may be a more fundamental counter 
to the emergence of resistant organisms than re- 
course to other antibiotics. Possibly web abscess 
and threatened infection of the structures that move 
or support the hand are the only firm indications 
for chemotherapy, which will not act as a cover for 
erroneous diagnosis or inappropriate surgical in- 
tervention. 


A Six Year Study of Incompatible Blood Transfu- 
sions. L. S. Binder, V. Ginsbert and M. H. Harmel. 
Surg. Gynec. & Obst. 108:19-34 (Jan.) 1959 [Chi- 
cago]. 


At the Kings County Hospital Center, Brooklyn, 
N. Y., 81,392 blood transfusions were administered 
during the 6-year period from 1952 to 1957. This 
study is concerned with observations on the 30 
patients who received transfusions of improper 
blood. In 28 of these 30 patients it was proved that 
incompatible blood had been transfused. Twenty- 
six of the incompatibilities were in the ABO antigen 
system and 2 in the Rh system. The nature of the 
incompatibility could not be established in the re- 
maining 2 patients, but as they had clinical and 
laboratory evidence of hemolysis, they are included 
in this series. The total incidence of incompatible 
blood transfusions in this hospital center was 1:2,713 
(30:81,392). This figure differs from the incidence of 
hemolytic transfusion reactions, because 12 of the 
30 patients did not have such a reaction. Of the 18 
patients who were proved to have had a hemolytic 
transfusion reaction (an incidence of 1:4,520), 7 
patients died, but in 5 of them the appearance of a 
coagulation defect contributed significantly to the 
deaths. 

Although the role of renal ischemia in the patho- 
genesis of renal failure cannot be ruled in or out, 
the clinical parameters generally associated with 
decreased renal blood flow, i. e., shock and blood 
loss, could not*be correlated with the production 
of kidney shutdown. Four phases have been differ- 
entiated in the clinical course of hemolytic transfu- 
sion reaction: an initial phase of clinical symptoms; 
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the interval phase of apparent clinical improvement 
associated with oliguria; the phase of renal failure 
identified with stupor, convulsions, and coma; and 
the phase of recovery heralded by the abrupt onset 
of diuresis. Each is variable in severity and dura- 
tion, and one or more may be either clinically 
insignificant or lacking entirely. As the patient 
progresses through each phase, the therapy is varied 
to meet the changing clinical problem. 

It was impressive how efficacious the high- 
calorie, proteiu-sparing, fluid-and-potassium-limited 
diet was in preventing uremia. Pulmonary edema 
and congestive heart failure due to hypernatremia 
and overhydration did not occur. Hyperkalemia 
may have been of clinical importance in one pa- 
tient, and only in this instance might hemodialysis 
or peritoneal dialysis have been a necessary pro- 
cedure. Once diuresis occurred, fluid administration 
was increased to match the output. To prevent 
dehydration and hypochloremia, attention was di- 
rected to sodium and chloride replacement. 

In spite of vigorous treatment of patients in 
whom hemorrhagic diathesis developed, the results 
were eminently unsatisfactory. Therapy was di- 
rected toward 3 goals: (1) restoration or mainte- 
nance of the blood volume by energetic transfusion; 
(2) support of the blood pressure when necessary 
with vasopressors; and (3) correction of the clotting 
defects with fibrinogen, fresh-frozen plasma, or 
whole blood newly withdrawn. Yet none of the 
patients treated in this manner survived. The causes 
of incompatible blood transfusions and measures 
for reducing them are evaluated. 


GYNECOLOGY & OBSTETRICS 


Intrauterine Bacterial Infection of the Newborn 
Infant: Frozen Sections of the Cord as an Aid to 
Early Detection. K. Benirschke and S. H. Clifford. 
J. Pediat. 54:11-18 (Jan.) 1959 [St. Louis]. 


The authors report the histories of 2 newborn 
infants, illustrating bacterial infection of the fetus 
as an important cause of perinatal mortality and 
morbidity. While prolonged rupture of the mem- 
branes and prolonged labor are frequently asso- 
ciated with fetal infection, it may occur with intact 
membranes and be absent in instances of prolonged 
rupture. Fetal infection is probably acquired 
through an ascending infection of the amniotic 
cavity. According to the authors’ experience, the 
fatal cases of fetal infection have all been associated 
with inflammation of the amniotic sac. 

The frozen-section method described has proved 
to be a rapid and reliable means of determining, in 
suspected cases, the presence or absence of cord 
vasculitis. It frequently demonstrates the presence 
of actual organisms. The absence of inflammation 
may under certain circumstances suggest a viral 
infection. Frozen sections of the cord may enable 
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the clinician to exert better judgment as to what 
method of treatment should be used. The indication 
for active treatment may be lifesaving for many 
infants days before the appearance of obvious 
clinical signs. 


X-Ray Pelvimetry. E. A. Graber, H. R. K. Barber 
and J. J. O'Rourke. Am. J. Obst. & Gynec. 77:28-33 
(Jan.) 1959 [St. Louis]. 


More than 200 different methods of x-ray pel- 
vimetry have been advanced in the past 58 years. 
According to its advocates, modern roentgenologic 
pelvimetry has almost achieved the ultimate in 
accuracy and usefulness. This study scrutinizes the 
validity of this belief. Since practically all pelvi- 
metric x-ray examinations in New York are inter- 
preted and reported by roentgenologists, it was 
decided that the best way to arrive at an unbiased 
conclusion was to get pelvimetry reports from many 
different roentgenologists. This report is based upon 
242 pelvimetries and deliveries. Roughly, this rep- 
resents about 15% of the total number of deliveries. 
The methods of roentgenologic evaluation utilized 
were those of Thoms, Ball, Snow, Colcher and 
Sussman, and Caldwell and Moloy. These are the 
popular techniques in New York and are all about 
equal in accuracy. The indications for x-ray pelvim- 
etry in this series were rather loose. The intention 
was to get as wide a sampling as possible of normal 
and abnormal pelves. Some of the x-rays were taken 
about one week from term, and some were taken 
when the patient was in labor. 

The 242 roentgenologic pelvimetries, which were 
made by 18 different roentgenologists, were re- 
viewed with regard to the prognostic accuracy of 
the reporting physician. Three out of 4 were re- 
ported correctly, but almost all of these were in 
the adequate pelvis with an average-sized baby. 
Since the roentgenologist has no method of measur- 
ing the fetal head adequately, he was in error most 
frequently in cases in which the obstetrician needed 
help—cases of cephalopelvic disproportion due 
either to a borderline pelvis or to an unsuspected 
larger baby in an average pelvis. 

It is suggested that the roentgenologist does not 
usually have sufficient information or the obstetric 
background to make a clinical prognosis and should 
cease predicting the outcome of delivery. Further- 
more, by his predictions, he places the obstetrician 
in an untenable position medicolegally. X-ray pel- 
vimetry was never intended to take the place of an 
adequate pelvic examination in labor, and a trial of 
labor. It is a laboratory aid at best and should be 
used as such. Roentgenologic pelvimetry should be 
limited to 2 situations: (1) malpresentation, and (2) 
lack of adequate clinical progress in labor. The 
authors feel that x-rays should be taken only while 
the patient is in labor for maximum information. 
Since all radiation is harmful, all routines as to the 
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number of plates should be discarded. A specific 
minimum number of views should be ordered by 
the obstetrician for the individual patient. 


Megaloblastic Anaemia of Pregnancy and the Puer- 
perium. C. Giles and E. M. Shuttleworth. Lancet 
2:1341-1347 (Dec. 27) 1958 [London]. 


Of 3,199 pregnant women who were delivered at 
the City General Hospital in Stoke on Trent, Eng- 
land, and at the allied Limes Maternity Hospital, 
between March 1, 1957, and May 31, 1958, 474 with 
an arbitrary hemoglobin level of 9.5 Gm. per 100 
ce. (65%) or less were studied by sternal puncture. 
Of the 474 patients, the bone marrow was found to 
be megaloblastic in 90 and normoblastic in 372; in 
the remaining 12 patients megaloblastic anemia was 
suspected, but a firm diagnosis could not be estab- 
lished. In 28 of the 90 patients with megaloblastic 
anemia, the megaloblastic marrow was found in the 
puerperium. Seventy-two (80%) of the 90 patients, 
whose average age was 28.9 years, were multiparas, 
and 7 (7.8%) of the 90 gave birth to twins, as com- 
pared with 9 twin deliveries (2.4%) among the 372 
patients with normoblastic anemias, thus confirm- 
ing previous reports of the higher incidence of 
megaloblastic anemia in multiple pregnancies. In 
patients with a hemoglobin level of less than 6.5 
Gm. per 100 cc. (45%), the anemia was more fre- 
quently megaloblastic than normoblastic. 

Of 67 patients in whom test meals were carried 
out, 26 (37%) had achlorhydria, and fat absorption 
was impaired in 4 patients. No special seasonal in- 
cidence of megaloblastic anemia was noted. Gastro- 
intestinal symptoms were uncommon, and_ the 
incidence of complications, such as preeclamptic 
toxemia and obstetric hemorrhage, was not sub- 
stantially higher among the patients with megalo- 
blastic anemia than among those with normoblastic 
anemia. In 38 (42%) of the 90 patients with megalo- 
blastic anemia, the diet was poor, compared with 
12% on a similar diet among the patients with 
normoblastic anemia and 4% among healthy con- 
trols. The difference was even greater, when the 
intake of meat was compared. No local factors 
could be discovered to account for the high inci- 
dence of megaloblastic anemia in this series. All the 
patients were treated with folic acid. The reticulo- 
cyte peak and the drop in the serum iron level 
reflected the response to treatment in most of the 
patients. 


Survival of Female Patients with Cancer of the 
Breast: A Study of the Effects of Demographic and 
Economic Factors. B. D. Waxman and W. T. Fitts 
Jr. Am. J. Surg. 97:31-35 (Jan.) 1959 [New York]. 


Of 633 women with a pathological diagnosis of 
cancer of the breast, who were treated primarily 
at the Hospital of the University of Pennsylvania 
in Philadelphia between 1943 and 1951 and whose 
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average age was 53.7 years, 67% were married, 16% 
were widowed, 13% were single, and 4% were di- 
vorced. Thirty-six per cent were ward patients, 46% 
occupied semiprivate rooms, and 18% were in pri- 
vate rooms. The type of room patients occupy in a 
hospital is probably a good index of their economic 
condition. Analysis of the relationship between 
economic status, as measured by the type of room 
occupied, and the duration of symptoms at the 
time the patient reported them revealed striking 
differences. While only 20.6% of the ward patients 
reported their symptoms within one month, 36.2% 
of the private patients reported their symptoms 
early. This difference is significant and is considered 
strong evidence that economic status is positively 
correlated with early reporting of symptoms. A 
significant increase was noted in the proportion of 
ward patients reporting symptoms of one month's 
duration in the period from 1947 to 1951 as opposed 
to the period from 1943 to 1946. This finding indi- 
cates that publicity about cancer is having a signifi- 
cant effect in reducing the duration of symptoms 
for the lower economic strata. 

Of 191 women with cancer of the breast who 
were followed up for 5 years, 67% of those with a 
duration of symptoms of less than one month sur- 
vived 5 years, as opposed to 60% with a duration of 
symptoms of 1 to 2 months, 56% with a duration of 
3 to 5 months, 45% with a duration of 6 to 9 months, 
and 37% with a duration of 10 months and more. 
These data indicate that patients who report cancer 
symptoms early have a better chance of survival. 
Although the authors did not demonstrate a statis- 
tically significant relationship between economic 
status and survival when the Chi-square test was 
employed, the reported observations suggest that 
there may be an economic factor working indirectly 
on survival through a differential time lag in the 
reporting of symptoms. 


PEDIATRICS 


An Appraisal of Fulminant Meningococcemia with 
Reference to the Shwartzman Phenomenon. W. 
Margaretten and A. J. McAdams. Am. J. Med. 
25:868-876 (Dec.) 1958 [New York]. 


Of 52 children with fatal meningococcic infection 
who died at the Cincinnati Children’s Hospital be- 
tween 1937 and 1956, autopsies were performed on 
40. The meningococcus organism was identified by 
culture or smear in 34 of these 40 patients, and in 
the remaining 6 autopsy revealed the classic fea- 
tures of the Waterhouse-Friderichsen syndrome, 
as well as the typical purpura of meningococcemia. 
The adrenal glands were examined in the course of 
autopsy in all 40 patients and were considered to 
be typical of the Waterhouse-Friderichsen syn- 
drome in all but 4 patients in whom purulent 
meningitis was the cause of death. Sections of 
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kidney also were studied in all 40 patients. 
Thrombi, either glomerular, intertubular capillary, 
or both, were observed in 9 patients. In 3 of these 
patients there was also bilateral cortical necrosis. 
These 3 patients were not in shock at the time of 
admission to the hospital and received some form 
of adrenocortical steroid before the development 
of shock, suggesting a direct relationship of the 
renal cortical necrosis to adrenal steroid therapy. 
This occurrence and the apparent causal relation- 
ship of thrombosis in the production of the hemor- 
rhagic lesions of the skin and adrenals in the 
Waterhouse-Friderichsen syndrome suggest that 
the Shwartzman phenomenon may be responsible 
for certain manifestations of fulminant menigococ- 
cemia. The apparent rarity of renal cortical necrosis 
in meningococcic infection in man, a lesion that is 
characteristic of the generalized Shwartzman re- 
action in rabbits, suggests that the common skin 
and more occasional adrenal lesions of this disease 
may be produced by the local Shwartzman phe- 
nomenon. 

The cases of the 52 children with fatal me- 
ningococcic infection were compared with 152 
consecutive bacteriologically proved cases of me- 
ningococcemia in which the patients survived. Of 
the 204 patients, virtually all received intensive 
antibacterial therapy, but only 63 received some 
form of adrenal steroid therapy. Considering only 
the 166 patients who were not presumed to be in 
shock at the time of admission, there was a striking 
difference in outcome: the mortality rate among 
the patients receiving steroid therapy was 21% as 
compared with a 7% mortality rate among those 
not so treated. These observations, as well as those 
in the 3 patients with fatal meningococcemia and 
bilateral renal cortical necrosis, imply that a de- 
leterious rather than a beneficial effect may result 
on occasion from the use of adrenal steroid therapy 
in patients with fulminant septicemia. 


Enteroviruses and Diarrhoea in Young Persons. 
RK. G. Sommerville. Lancet 2:1347-1349 (Dec. 27) 
1958 [London]. 


During one year from April, 1957, a single stool 
specimen was obtained on admission from each of 
338 children, all aged 5 years or less, who were 
admitted with diarrhea to the Ruchill Hospital in 
Glasgow. Seventy-five enteroviruses were isolated 
from the stool specimens of these patients, and 17 
enteroviruses were isolated from the stools collected 
from 115 children of similar age, admitted with 
respiratory infections to the same hospital during 
the same period and serving as controls. The pro- 
portion of poliomyelitis viruses and Coxsackie 
viruses was similar in the children with diarrhea 
and in the controls, but the number of enteric cyto- 
pathogenic human orphan (ECHO) viruses isolated 
from the children with diarrhea was greater (al- 
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though not significantly) than in the controls. The 
enteroviruses isolated included 3 types of poliomye- 
litis virus, Coxsackie Bl, B3, and A9, and ECHO 
6, 7, 9, 11, and 13. The most frequently observed 
types were ECHO 7, Coxsackie A9, and poliomye- 
litis 1. In 23 patients an enterovirus and a patho- 
genic bacterium were isolated from the same stool 
specimen. The commonest combination consisted 
of Shigella sonnei and either ECHO 7 or Coxsackie 
A9. A virus was isolated from 22%, and a specific 
intestinal pathogenic bacterium from 36.5% of the 
children with diarrhea, making a total isolation rate 
of 58.5% for the whole group of 338 children. The 
total isolation-rate, considered in relation to the 
ages of the patients, was lowest (44.5%) among chil- 
dren aged less than 1 year, but averaged 80% 
among children between the ages of 1 and 5 years. 


Heart Failure in Infants. K. Simpson. Proc. Roy. 
Soc. Med. 51:1022-1023 (Dec.) 1958 [London]. 


The records of 50 infants admitted to the hos- 
pital with heart failure were reviewed to determine 
early signs of failure and to assess the incidence 
of respiratory infection. The reason for referral was 
noted in 40 infants. Although 26 of these were in 
failure when they were first seen, a diagnosis of 
heart failure was made in only 1 before admission. 
In two-thirds of the infants heart disease had not 
previously been suspected, diagnoses implying re- 
spiratory disease or feeding difficulty being made. 
Regarding the final diagnoses, the author states 
that in 10 infants no congenital cardiovascular 
anomaly was detected, whereas in the other 40 
infants heart failure occurred with congenital heart 
disease. In 6 of the 10 infants without congenital 
defect, heart failure developed with acute pulmo- 
nary infection; in 4 infants failure was associated 
with cardiac arrhythmia. Nineteen of the 40 infants 
with congenital heart disease had lesions for which 
operation offers, or may soon offer, a prospect of 
improvement or cure (venticular septal defect, 
patent ductus arteriosus, pulmonary stenosis, CO- 
arctation of aorta, and tetralogy of Fallot); 14 of 
these 19 infants have recovered from heart failure. 

Enlargement of the liver was a frequent clinical 
feature, being present in 40 of the infants. Respira- 
tory disturbances were noted in 42. Tachypnea at 
rest was an early sign of cardiac failure and often 
preceded hepatomegaly by many hours, the re- 
spiratory rate rising rapidly and progressively. Car- 
diac enlargement was found in 27 infants. Venous 
distention was seen in 14 infants. Indisputable 
edema was present in 12 infants. In 5 of these, 
heart failure was not associated with congenital 
heart disease, and all recovered. The remainder, 
who had congenital cardiac anomalies, died. Rales 
were heard in 27 infants. When tachypnea is asso- 
ciated with fever or with pulmonary rales in an 
infant who has congenital heart disease, the differ- 
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entiation of heart failure from respiratory infection 
is extremely difficult, and the 2 conditions fre- 
quently coexist. 

The assessment of infection was based on the 
history, occurrence of coryza, presence of pulmo- 
nary rhonchi, clinical pathological data, and roent- 
genologic and postmortem evidence. No evidence 
of infection was found in 21 cases; 14 infants in 
this group died, the majority having severe and 
complicated malformations. Of 20 infants with re- 
spiratory infection, 9 died; 6 of these had cyanotic 
congenital heart disease. In the remainder pulmo- 
nary consolidation or collapse was found. The over- 
all mortality was 48%. Fifteen out of 16 infants, 
with right-to-left shunts large enough to produce 
cyanosis, died, the presence of respiratory infection 
making little difference to the outcome. Of 24 in- 
fants with acyanotic congenital heart disease, 8 
died. In this group infection probably played a 
bigger part in precipitating failure. 


Prematurity and “Cerebral Palsy.” P. E. Polani. 
Brit. M. J. 2:1497-1499 (Dec. 20) 1958 [London]. 


That there is an association between prematurity 
and cerebral palsy impressed the earliest students. 
The nature of this association is not clear, but the 
author shows that for some investigators the effect 
of prematurity is to cause a developmental anomaly 
of the pyramidal tracts; for others, the two condi- 
tions are,parallel manifestations of an intrauterine 
abnormality causing both prematurity and primary 
antenatal degeneration of cerebral neurons. Since 
cerebral palsy is an aggregate of clinical syndromes 
with various origins, the author suggests that one 
might expect some types of cerebral palsy to be 
more strongly associated with prematurity than 
others. 

Reviewing the incidence of prematurity in vari- 
ous clinical types of cerebral palsy, the author 
found a particularly strong association with 2 neu- 
rological syndromes: (1) dystonic/choreoathetoid 
cerebral palsy after severe neonatal jaundice not 
due to blood-group incompatibility, and (2) cerebral 
spastic paraplegia/diplegia. The possible mecha- 
nisms of this latter relationship are considered, and 
a selective developmental origin for the neurolog- 
ical troubles is favored tentatively. Because of the 
association between retrolental fibroplasia and 
cerebral spastic paraplegia/diplegia, and because 
of the clinical features of the cerebral spastic para- 
plegia syndrome without history of perinatal or 
postnatal troubles, a postnatal interference with 
development is the mechanism postulated for this 
clinical type of cerebral palsy. Although the sug- 
gestion that premature birth may at times cause 
postnatal interference in development and matura- 
tion of critically maturing neurons is entirely hypo- 
thetical, it can be put to the test by experiments 
with high-oxygen pressures in immature animals. 


MEDICAL LITERATURE ABSTRACTS 


195/1385 


Spiramycin in the Clinical Treatment of Infants. 
P. Caruso and S. La Rocca. Clin. pediat. 40:663-687 
(Aug.) 1958 (In Italian) [Bologna, Italy]. 


A study on the effect, in vitro and in vivo, of 
spiramycin is reported. In vitro, the drug proved 
very effective in inhibiting hemolytic and fecal 
pneumococci. The clinical study was made on 24 
children, between the ages of 5 months and 11 
years, with acute bronchopneumonia. Spiramycin 
was administered in an initial dosage of 100 mg. 
per kilogram of body weight per day, divided into 
2 or 3 equal subdoses and combined with large 
quantities of vitamin C and vitamin B complex. 
Eight of the children had been treated previously 
with other antibiotics but with no beneficial effect. 
The spiramycin therapy was followed by clinical 
recovery in all the children. There was a drop in 
temperature 24 to 72 hours after the beginning of 
treatment; in only one child did a high temperature 
persist for 6 days. Clinical symptoms regressed 
after 2 to 8 days of treatment. Recovery was faster 
in those children who had been treated previously 
with other antibiotics. Spiramycin had no_ toxic 
effect and was well tolerated by all the patients. 


Large Abdominal Lumps in Children with Particu- 
lar Reference to Embryoma of the Kidney: A Sur- 
vey of 100 Consecutive Cases. J. H. Louw. Med. 
Proceed. 4:801-809 (Dec. 13) and 832-837 (Dec. 27) 
1958 [Johannesburg, South Africa]. 


Discussing the general problem of large abdomi- 
nal tumors in childhood, the author gives particular 
attention to Wilms’s tumor, pointing out that em- 
bryoma of the kidney (nephroblastoma) has been 
most aptly described as “a tremendous tumor with 
a tiny child attached to it.” The author reviews 
observations on 100 consecutive children who pre- 
sented with large abdominal masses at the children’s 
surgical units of Groote Schuur Hospital and the 
Red Cross Children’s Hospital of the University of 
Cape Town over the past 7 years. Nearly half of 
the 100 children with large abdominal lumps had 
malignant disease, and nephroblastoma accounted 
for half of these. Malignant disease is not uncom- 
mon in childhood, and its possible existence should 
constantly be borne in mind. The age group of 1 
to 4 years appears to be particularly prone to ma- 
lignant disease. In considering the 100 children 
with abdominal swellings, the incidence of malig- 
nant swellings in this group was 8 times greater 
than that in infants under 1 year, and 4 times that 
in children of 5 years and over. In the age group 
of 6 months to 6 years, almost 80% of the swellings 
were malignant. More than 95% of the abdominal 
malignancies occurred in this group, and so did all 
the nephroblastomas in this series. In the group 
ranging in age from birth to 6 months, most of the 
swellings were due to serious congenital malforma- 
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tions. In the group 6 years of age and over, 
chronic inflammation and benign tumors and cysts 
accounted for 75% of the swellings. 

Early diagnosis depends first on routine palpa- 
tion of the abdomen of every child who is brought 
for any examination. If an abdominal lump is found, 
intravenous pyelography is usually necessary. Ex- 
ploratory laparotomy should be performed on all 
children in whom a neoplasm is suspected or when 
there is doubt about the diagnosis. The prognosis 
of malignancy in children is unfavorable; if it occurs 
in the abdomen, less than one-third of the children 
survive 5 years. This applies particularly to nephro- 
blastoma. Surgical removal still offers the best 
chance of survival, particularly in nephroblastoma. 
Radiotherapy is a valuable adjunct to surgery and 
should always be used in nephroblastoma. Chemo- 
therapy is of limited value. 


UROLOGY 


Endocrine-Control Therapy in Prostatic Cancer. 
J. D. Fergusson. Brit. J. Urol. 30:597-406 (Dec.) 
1958 [Edinburgh]. 


The author reviews observations on 344 consecu- 
tive patients with prostatic cancer treated by him 
over a period of years extending to January, 1955. 
Urinary symptoms directly referable to the primary 
growth were observed in 262 of the 344 patients; 55 
patients had metastatic manifestations, and a fur- 
ther 9 had a combination of the two. Of the re- 
maining 18 prostatic cancers, some were brought 
to light on routine rectal examination and a small 
number by the discovery of cancer in material re- 
moved by enucleation prostatectomy. Clinically, 
264 patients gave positive evidence of disease at 
the primary site, while in 80 the rectal findings 
were negative or equivocal. The diagnosis was con- 
firmed histologically or cytologically in 288 pa- 
tients and, in the remainder, by the presence of 
strong clinical evidence supported by roentgeno- 
logic and serologic findings. The 288 patients were 
treated initially with estrogens, supplemented by 
conservative transurethral resection (when indi- 
cated) for the relief of urinary obstruction. Fifty-six 
patients received no hormones but were otherwise 
similarly treated. Most of the latter were early 
cases, and, with the possible exception of 8 patients 
who could not be traced, all were known to have 
died before January, 1958. Of the 288 who received 
hormone therapy, 207 have died, while 81 are 
surviving. 

As a result of his experience with various meth- 
ods of endocrine-control therapy, the author ar- 
rives at the following conclusions: 1. Endocrine- 
control therapy is selective in action and is insuf- 
ficient to eliminate prostatic cancer. 2. Approxi- 
mately 20% of cancers are resistant to the simpler 
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forms of treatment (estrogen therapy and castra- 
tion). 3. Failure to respond to one form of therapy 
does not necessarily preclude a response to others, 
but appears to make this less likely. 4. Different 
parts of the same tumor may react differently, and 
this applies also to the primary growth and _ its 
metastases. 5. There is no reliable index of hormone 
sensitivity, and the only prognostic data of value 
are age and the presence or absence of disseminated 
disease. 

Influenced both by the survival studies and 
clinical considerations, the author is inclined to 
advocate initial treatment with high doses of estro- 
gens in all active cases, supplemented where neces- 
sary by castration. No treatment is indicated for 
latent cancer. Subsequent adrenalectomy for re- 
lapse or resistance has been abandoned, as the re- 
sults generally fail to offset the inconvenience of 
treatment. “Irradiation hypophysectomy,”  repre- 
senting an attack on the fountainhead and offering 
less of an ordeal, is now preferred, but it still re- 
mains too uncertain to be used as a primary defini- 
tive treatment. Judicious application of endocrine 
therapy can do more to mitigate suffering in dis- 
seminated prostatic cancer than any other method 
presently at disposal. 


Chemotherapy of Renal Tuberculosis. H. Wechsler, 
]. K. Lattimer, M. A. Garcia and H. Kavookjian. 
New York |. Med. 59:49-52 (Jan. 1) 1959 [New 
York]. 


The authors report on the effectiveness of 3 
regimens, with isoniazid, streptomycin, and amino- 
salicylic acid, in treating patients with renal tuber- 
culosis at the research unit for genito-urinary tuber- 
culosis of the Bronx Veterans Administration Hos- 
pital in New York. The results of triple-drug 
therapy, with isoniazid in doses of 100 mg. 3 times 
daily, sodium aminosalicylate in doses of 5 Gm. 3 
times daily, and streptomycin in doses of 1 Gm. 
twice weekly, for one year were encouraging (a 
report on this treatment was published in THe 
JourNAL, Feb. 18, 1956, page 544). Less effective 
were single drug regimens with streptomycin or 
isoniazid alone. A two-drug regimen with 1 Gm. of 
streptomycin twice a week and 12 Gm. of sodium 
aminosalicylate daily was also less effective. Fol- 
low-up studies have shown the value of triple-drug 
treatment. After streptomycin was given alone, 
patients suffered relapse at a prohibitive rate, with 
only about 20% of the patients showing conversion 
of urine cultures to negative by the 5th year of 
follow-up. The follow-up of patients given strep- 
tomycin—aminosalicylic acid therapy revealed a 
drop to 70% in successful conversions by the 6th 
year, while 24 (96%) of 25 patients on the three- 
drug regimen have maintained conversions for 4 


years. 
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Continued observation of the patients for at least 
10 years may indicate the optimum therapeutic 
regimen among the several combinations now un- 
der study. Two-drug therapy may be used for 
lesions of small volume (groups 0 and 1 according 
to the classification of Lattimer). The advanced 
cavitary lesions (groups 2, 3, and 4) are now treated 
with triple-drug therapy—100 mg. of isoniazid 3 
times daily, 5 Gm. of sodium aminosalicylate 3 
times daily, and 250 mg. of cycloserine twice daily. 
This treatment is given for 2 years. The patient is 
usually kept in the hospital during the first 6 to 12 
months, but treatment is continued for a second 
year after his discharge. A semiambulatory rest 
program is encouraged during the first 6 months of 
treatment, and rest is encouraged each day. The 
year in the hospital is also used for rehabilitation 
and job training for the future. The use of monoxy- 
chlorosene, a hypochlorous acid derivative (Clor- 
pactin 90), for local bladder therapy is a helpful 
adjuvant in relieving the pain from = tuberculous 
ulcers of the bladder. Two new drugs, kanamycin 
and thiocarbanidin, are now under trial to serve as 
substitutes for drugs which are difficult to tolerate 
(aminosalicylic acid) or require injection (strepto- 
mycin). The authors have withheld surgical treat- 
ment even for patients with advanced renal tuber- 
culosis and will continue to do so unless relapses 
occur. 


THERAPEUTICS 


Clinical Research on the Analgesic Action of 
2,2-diphenyl-3-methyl-4-morpholinobutyrylpyrroli- 
dine in Dextrose Solution (R 875). A. Pesce, M. 
Ricciardi and G. Rugiero. Policlinico (sez. prat.) 
65:1766-1770 (Nov. 17) 1958 (In Italian) [Rome]. 


Sixty-two obstetric-gynecologic patients bene- 
fited from the analgesic action of 2,2-diphenyl-3- 
methyl-4-morpholinobutyrylpyrrolidine in dextrose 
solution (R 875). R 875 was given in several doses 
of 1 or 2 mg. every 5 to 10 minutes, as a comple- 
mentary analgesic drug to thiobarbituric acid, to 
25 obstetric-gynecologic patients during a surgical 
operation. This procedure permitted the mainte- 
nance of anesthesia during operations lasting more 
than 2 hours without any further administration of 
thiobarbituric acid. Twenty-five gynecologic pa- 
tients received subcutaneously or intramuscularly 
5 to 10 mg. of R 875 during 71 episodes of acute 
postoperative pain after return to consciousness. 
[These patients had not received R 875 during the 
operation.] The analgesic effect of R 875 was more 
intense, and it developed earlier and lasted longer 
(between 4 and 6 hours altogether) than that of 
morphine, meperidine hydrochloride, or metha- 
done hydrochloride which were used on other oc- 
casions. R 875 was given intramuscularly to 12 
women during labor in doses of 10 mg. every 20 
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to 30 minutes until the threshold of anesthesia was 
reached. The drug induced an intense analgesic 
state without affecting mental lucidity of the pa- 
tients. This effect permitted a cooperative attitude 
of the parturients during expulsion and reduced 
the duration of labor. Oral or subcutaneous ad- 
ministration of R 875 produced mild side-effects: 
pallor, malaise, and nausea accompanied by vomit- 
ing. Intravenous administration of the drug brought 
about more serious side-effects: rapid vertical and 
horizontal clonic motions of the eyeballs and respi- 
ratory disturbances, including apnea. Therefore, it 
is suggested that the intravenous administration of 
R 875 be carried out only under the supervision of 
an anesthetist. 


Digestive Hemorrhages and Gastroduodenal Ulcers 
Caused by Aspirin (with Special Reference to 
Fifty-two Personal Observations). Ml. Levrat and 
R. Lambert. Presse méd. 66:1945-1948 (Dec. 10) 
1958 (In French) [Paris]. 


Mild reactions from digestive intolerance to 
aspirin are considered banal, but severe digestive 
complications are not regarded as commonplace. 
The authors believe that aspirin provokes isolated 
digestive hemorrhages and is the drug most fre- 
quently responsible for ulcerous hemorrhages. 
Their work is based on observations of 52 patients 
made in 1957 and 1958. Digestive disturbance 
usually took place a few hours after the absorption 
of aspirin, usually within 24 hours. Thirteen of the 
patients had an ulcerous nonhemorrhagic attack, 
and in 2 of them the disturbance lasted for several 
months. In 39 of the patients aspirin caused diges- 
tive hemorrhage of the following 3 types: in 15 
cases there was roentgenologic proof of an active 
ulcer; in 21 cases the hemorrhage was isolated and 
not related to any evident digestive lesion; and in 
3 cases there were signs of alcoholic hepatitis. 

Ulcerous “terrain” plays a large part in the 
genesis of these disorders. Altogether 78% of the 
52 patients in this series had an ulcerous condition. 
In 16 of the patients the histaminopexic (histamine- 
fixing) power was absent in the serum and in the 
gastric juice. Aspirin occasionally promoted chronic 
dyspeptic trouble. It provoked reactivation of ulcer 
without hemorrhage in 13 patients, maintained an 
ulcerous condition in 2, and caused a perforation 
in 1. Digestive hemorrhage is the most frequent 
type of digestive disorder from aspirin and was 
present in 75% of the authors’ series. It usually has 
a benign course. Some statistics are cited, indicat- 
ing that aspirin is responsible for one-third of 
ulcerous hemorrhages and for about one-half of 
isolated digestive hemorrhages, but the series was 
too small to be entirely reliable. 

The pathogenic mechanism of the disturbance 
caused by aspirin proceeds from the corrosive ac- 
tion of the gastric contents combined with the 
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presence of insoluble particles. The action is gen- 
eral and is harmful to a predisposed mucous mem- 
brane. Experiments by the authors on 200 rats 
resulted in superficial and hemorrhagic lesions of 
the gastric mucosa after oral or parenteral admin- 
istration of aspirin. There is a possibility of neuro- 
humoral reaction being a responsible factor. The 
effect of aspirin on the blood crasis and on the 
hemostasis process tavors the hemorrhagic char- 
acter of the disturbance. Persons with ulcerous 
“terrain” should be dissuaded from using aspirin. 


The Hypocholesterolemic and Plasma-Clearing Ac- 
tion of a New Heparinoid Extractive Free from 
Anticoagulant Effects. L. Sereno and A. D. Peruzy. 
Minerva med. 49:4195-4201 (Nov. 14) 1958 (In 
Italian) [Turin, Italy]. 


A new Italian heparinoid extractive free trom 
anticoagulative effects, Ateroid, was given to 42 
patients of both sexes with high serum cholesterol 
and lipoprotein levels. One group consisting of 20 
patients who had patent organic lesions of the 
cardiovascular system had one or another of the 
following diseases: myocardial sclerosis, chronic 
coronary disease, or aortic or arteriosclerotic gen- 
eralized lesions alone or associated with arterial 
hypertension. The other group of 16 patients did 
not have patent cardiovascular lesions but had a 
marked disorder of the lipid metabolism and were 
affected by one of the following conditions: xantho- 
matous obesity, xanthelasma, cholelithiasis, neph- 
rosis, or essential hypertension. The drug was ad- 
ministered orally after meals to 37 patients in daily 
doses of 60 mg. divided into 6 equal tablets for a 
period of 30 to 50 days. Five patients received the 
drug intramuscularly in doses of 20 to 40 mg. a 
day for the same period of time. 

Serum cholesterol levels decreased in patients 
with patent cardiovascular lesions from basal 
values of about 272 mg. per 100 cc. to about 240 
mg. per 100 cc. after 20 days, and they reached 
about 255 mg. per 100 cc. after 30 days of drug 
therapy. Serum beta to alpha lipoprotein ratios 
decreased from basal values of about 4.95 to about 
3.43 after 30 days of drug therapy. These values 
remained low in some patients and returned to the 
basal ones in the remainder after a prolonged 
period of observation. Similar results, although to 
a slighter extent, were observed in patients with- 
out patent cardiovascular lesions. Serum chole- 
sterol levels decreased from basal values of about 
307 mg. per 100 cc. to about 282 mg. per 100 cc. 
after 20 days and to about 243 mg. per 100 cc. after 
30 days of chemotherapy. Serum beta to alpha lipo- 
protein ratios decreased from basal values of about 
5.45 to about 4.44 after 30 days of drug therapy. 

Ateroid thus exerted a similar hypocholesterol- 
emic and plasma-clearing effect in both groups of 
patients, except that it lowered the beta to alpha 
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lipoprotein values in the first group of patients by 
31% and in the second group by only 18%. Both 
oral and intramuscular administration of Ateroid 
produced similar results. The drug was well tol- 
erated and produced no side-effects. 


Use of a Tranquilizing Agent (Hydroxyzine) with 
Prednisolone in the Control of Allergic Disorders. 
J. L. Fox. Ann. Allergy 16:674-677 (Nov.-Dec.) 1958 
[St. Paul]. 


Corticosteroids administered in combination with 
tranquilizing agents have been reported superior to 
corticosteroid therapy alone in the management of 
nonallergic disorders influenced by anxiety. The 
study reported here was designed to test whether 
this type of adjunctive tranquilizer therapy is like- 
wise superior to steroid therapy alone in the treat- 
ment of various allergic disorders. The study was 
restricted to patients with bronchial asthma, allergic 
rhinitis, urticaria, or seasonal hay fever, and in- 
cluded only those whose previous course suggested 
that short-term corticosteroid therapy was_ indi- 
cated. These criteria were fulfilled in a total of 67 
patients, 11 of whom were children under 12 years 
of age. As individual patients were seen, they were 
arbitrarily assigned to one of 2 treatment groups: 
patients in one group received prednisolone to- 
gether with a tranquilizing agent (hydroxyzine), 
while patients in the other group received only 
prednisolone. In order to achieve a high degree of 
objectivity in evaluating the response of these pa- 
tients, the study was conducted under double-blind 
conditions. 

Significantly better control of symptoms was 
achieved by the prednisolone-hydroxyzine com- 
bination than by prednisolone given alone. No sig- 
nificant side-reactions were observed in patients 
treated with the combination; on the other hand, 
it was necessary to discontinue therapy in 12% of 
the prednisolone-treated patients because of reac- 
tions to the drug. The combination of hydroxyzine 
with prednisolone appears from these results to 
offer advantages over corticosteroid therapy alone 
in the short-term symptomatic treatment of bron- 
chial asthma and other allergic disorders. 


On a New Synthetic Cortisonic Substance, Dexa- 
methasone 
solone), in the Treatment of Rheumatoid Arthritis. 
A. Robecchi, V. Daneo, S. Di Vittorio and others. 
Minerva med. 49:4163-4171 (Nov. 10) 1958 (In 
Italian) [Turin, Italy]. 


The effect of dexamethasone (Decadron) was 
studied in 22 patients, 7 male and 15 female, be- 
tween 26 and 69 years of age, with rheumatoid 
arthritis. Two patients had received no previous 
treatment with steroids, 16 had been treated pre- 
viously with steroids but the treatment had been 
discontinued for at least one month, and 4 patients 
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were being treated with other steroids when treat- 
ment with Decadron was begun. The diet of the 
patients was not changed. The initial dose of 
Decadron ranged from a minimum of 1.6 mg. per 
day in 5 patients to 3 mg. per day in 3 patients. 
Each daily dose was divided into 3 or 4 subdoses 
given every 8 or 6 hours per day respectively. 
Maintenance dose ranged from a minimum of 0.75 
mg. per day to a maximum of 2 mg. per day. 
Decadron had a beneficial effect on all the general 
and local symptoms: the relief of symptoms was 
similar to that obtained in treatment with predni- 
sone. Suspension of the treatment caused a regres- 
sion in the improvement obtained. Subjective symp- 
toms were checked mostly within the first few days 
of treatment, and some beneficial effect could be 
noticed within 24 hours. A sensation of well being, 
increased appetite, gain in strength, disappearance 
of fever when present, and decreased erythrocyte 
sedimentation rate followed the relief of subjective 
symptoms. The behavior of the erythrocyte sedi- 
mentation, however, was not always parallel to the 
symptomatic improvement, and for this reason the 
authors believe that the optimal dose should be 
established by taking into consideration mainly the 
clinical condition of the patient; with patients in 
very serious condition it is difficult to obtain and 
maintain normal erythrocyte sedimentation values. 
From the clinical point of view Decadron had a 
very good effect on 10 patients; though sympto- 
matic relief and clinical recovery were not com- 
plete, it was possible to reclassify these patients as 
having less severe forms of the disease. The results 
obtained in the remaining 12 patients were good; 
it was not possible to transfer these patients to a 
different functional class, but a marked improve- 
ment in their general condition and functional ca- 
pacity was obtained. Decadron had no significant 
side-effects. A comparative study on the effect of 
Decadron and of other steroids showed that the 
relationship between the effect of Decadron and 
that of prednisone stood in the proportion 1 to 9; 
this effect was 1 to 8 in the case of triamcinolone. 
In one patient the clinical effect obtained with 
1.5 mg. of Decadron was far superior to the effect 
obtained with a combination of 4.5 mg. and 150 
mg., respectively, of prednisone and phenylbuta- 
zone. 


PATHOLOGY 


Carcinoid of the Appendix with Total Invagination 
of the Organ. G. Capitolo. Minerva chir. 13:1269- 
1274 (Nov. 15) 1958 (In Italian) [Turin, Italy]. 


A male patient, 34 years of age, was operated 
on for subacute appendicitis. At operation, the 
cecum appeared hyperemic. The appendix was 
completely turned inside out, like a finger of a 
glove, in the lumen of the cecum; the tunica 
mucosa formed the external side of the appendix, 
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whereas the tunica serosa formed the internal side 
of the organ. The mesenteriolum was also hyper- 
emic and intruded with the invagination of the 
appendix. An unsuccessful attempt to reduce the 
appendix to the normal condition was followed by 
resection of the mesenteriolum. The appendix was 
resected through a circular incision in the wall of 
the cecum at the site of the invagination. At micro- 
scopic examination, the mucous surface was ulcer- 
ated and contained granulation tissue full of lym- 
phocytes, plasma cells, and necrotic cells of other 
types. Cords and nodes of epithelium cells, each 
with a globular, hyperchromatic nucleus and with 
frequent karyokinesis, were found in the mucosa, 
submucosa, and tunica muscularis. A diffuse, reac- 
tive lymphohistocytic hyperplasia in the stroma 
was observed. The histological diagnosis was in- 
vagination of the appendix affected by epithelioid 
neoplastic cells, which had varying features be- 
tween carcinoid and anaplastic carcinoma. The 
patient was discharged on the 8th postoperative 
day and has been well for 3 years since operation. 


Coronary Heart Disease and Physical Activity of 
Work: Evidence of a National Necropsy Survey. 
J. N. Morris and M. D. Crawford. Brit. M. J. 2:1485- 
1496 (Dec. 20) 1958 [London]. 


This report is one of a series. It continues the 
study of coronary (ischemic) heart disease in rela- 
tion to physical activity of work. The hypothesis 
was previously stated that men in physically active 
jobs have a lower incidence of coronary heart dis- 
ease in middle age than men in physically inactive 
jobs. More important, the disease is not so severe 
in physically active workers. All departments of 
morbid anatomy in the hospitals of the National 
Health Service of Scotland, England, and Wales 
were invited to take part in a national autopsy 
survey during 1954-1956 by sending particulars of 
the naked-eye findings on the coronary arteries, the 
myocardium, and other specified items for a con- 
secutive series of 25 males, aged 45 to 70 years, 
coming to autopsy. About 5,000 reports were re- 
ceived, made up in round numbers thus: 1,200 
deaths from coronary heart disease, etc. (group A); 
1,000 deaths from conditions with a specially high 
prevalence of coronary artery disease—for exam- 
ple, deaths caused by hypertension and its compli- 
cations, deaths in diabetics, deaths from. arterial 
disease in other sites (group B); and, the remainder, 
2.800 deaths from miscellaneous conditions, their 
main causes having no particular association with 
coronary artery disease (group C),. 

Two types of ischemic myocardial fibrosis in the 
left ventricle and interventricular septum are de- 
scribed: (1) the large, discrete, often solitary patch 
which is probably the end-result of major and acute 
infarction and is associated particularly with oc- 
clusion in a main coronary artery (90 cases among 
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the 3,800 noncoronary deaths); and (2) smaller, 
commonly multiple scars, the result probably of 
more chronic and less severe ischemia, and oc- 
curring in hearts showing usually smaller focal 
narrowings of coronary arteries or branches (290 
cases). Cases were classified as “hypertensive” or 
“other.” About half of the patients in group B and 
10% of those in group C were thus regarded as 
hypertensive. The large healed infarcts (type 1 
fibrosis) were found equally in hypertensive and 
other patients; focal myocardial fibrosis of type 2 
was commoner in hypertensive patients than in 
those without record or evidence of hypertension. 

The last occupation of each man was graded on 
a three-point scale, in terms of the physical ac- 
tivity the job typically involved, as “light,” “active,” 
or “heavy.” On the evidence obtained, the authors 
feel that the general hypothesis may be restated 
in causal terms that physical activity of work is a 
protection against coronary (ischemic) heart. dis- 
ease. Men in physically active jobs have less coro- 
nary heart disease during middle age, what dis- 
ease they have is less severe, and they develop it 
later than men in physically inactive jobs. Since 
there are suggestions of other connections between 
physical activity of work and cardiovascular dis- 
ease of middle age, and multiplying evidence from 
laboratory experiment of the beneficial effects of 
exercise on relevant cardiovascular physiology and 
pathology, the speculation may be advanced that 
habitual physical activity is a general factor of 
cardiovascular health in middle age. In the present 
material the hearts of sedentary and light workers 
showed the pathology of the hearts of heavy work- 
ers 10 to 15 years older. Coronary heart disease 
among heavy workers, though less common, less 
severe, and occurring later than among light work- 
ers, is nevertheless common enough to constitute a 
major health problem. 


Mucocutaneous-Ocular Syndrome with Intestinal 
Involvement: A Clinical and Pathological Study of 
Four Fatal Cases. J. Boe, J. B. Dalgaard and 
D. Scott. Am. J. Med. 25:857-867 (Dec.) 1958 [New 
York]. 


The designation “mucocutaneous-ocular syn- 
drome” is used as a general collective term to in- 
clude Behcet's syndrome, severe erythema exuda- 
tivum multiforme, and the  Stevens-Johnson 
syndrome. Usually the respiratory tract or the cen- 
tral nervous system is affected, and involvement of 
the gastrointestinal tract is not infrequent but 
has rarely been reported in the literature. This 
prompted the authors to report the history of 4 
middle-aged women with the mucocutaneous- 
ocular syndrome and involvement of the gastro- 
intestinal tract who were admitted to medical de- 
partment B and the Gade Institute of the University 
Hospital in Bergen, Norway, between 1955 and 
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1957. The duration of the disease varied from 8 
months to 15 vears; the course was markedly re- 
mittent, although progressive. In 2 patients the main 
lesions were in the large intestine, associated with 
a clinical picture of ulcerative colitis. In one pa- 
tient the lesions were confined for the most part 
to the rectum, and in the other the histological 
examination revealed that the entire gastrointestinal 
tract was involved, although gastrointestinal symp- 
toms were not noted at all. The microscopic find- 
ings were chiefly limited to moderate, nonspecific, 
inflammatory reactions surrounding capillaries and 
venules. Sigmoidoscopy will not suffice to separate 
these cases from ordinary ulcerative colitis, but 
history of exanthem, recurring stomatitis, ano- 
genital ulcers, and involvement of the eyes may 
be diagnostic. The observations in 2 patients indi- 
cated impaired wound healing, which suggests 
caution in surgical intervention. 


The Latex-Fixation Test and the Lupus Erythema- 
tosus Cell Test: Investigations on Their Diagnostic 
and Etiological Significance in Primary Chronic 
Polyarthritis. H. Braunsteiner, F. Egghart, F. Rein- 
hardt and G. Wiedermann. Deutsche med. 
Wehnschr. 83:2168-2170 (Dec. 5) 1958 (In German) 
(Stuttgart, Germany]. 


According to Braunsteiner and associates, the 
development of the latex-fixation test by Singer 
and Plotz in 1956 represented a definite advance 
in the diagnosis of rheumatoid arthritis (primary 
chronic polyarthritis). The test resembles the 
hemagglutination test, but instead of sensitized 
sheep erythrocytes, polystyrene-latex particles are 
employed. Latex solution is added to a series of 
test tubes containing progressive dilutions of pa- 
tient serum. The authors slightly modified the 
technique suggested by Singer and Plotz in that, 
after centrifugation, the test tubes are allowed to 
stand for 24 to 48 hours, instead of reading the 
test results at once, as was done by Singer and 
Plotz. This has the effect that some tubes with 
higher dilutions have more time for precipitation, 
and some tests that at first showed negative reac- 
tions become positive. The authors also mention 
the modification suggested by McCoy and _ asso- 
ciates, the so-called droplet test, which saves 
gamma globulin as well as time. Although McCoy 
claimed that this modification had the exactness 
of the original test, Braunsteiner and associates 
found that the results were less exact. They tabulate 
the results they obtained with their technique of 
the latex-fixation test in 429 patients, pointing out 
that the test was positive in 170 of 184 patients 
with rheumatoid arthritis. The percentage of nega- 
tive reactions was much smaller than in Singer's 
material. Tests made with the articular fluid of pa- 
tients with rheumatoid arthritis were positive 
whenever the serum test was positive. 
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In the second part of this report, which is con- 
cerned with the L. E.-cell test, the authors point 
out that the clinical differentiation of rheumatoid 
arthritis from other collagen diseases, particularly 
lupus erythematosus, is frequently not sharp or 
clear. Joint involvement is dominant in the symp- 
tomatology of the visceral form of lupus erythema- 
tosus, and patients with rheumatoid arthritis often 
show the same general symptoms as do those with 
lupus erythematosus. The authors comment on the 
L. E.-cell test and cite literature reports indicating 
that the incidence of positive outcome of that test 
in patients with rheumatoid arthritis varies widely. 
They performed the L. E.-cell test on 100 patients, 
of whom 53 had rheumatoid arthritis, 4 had lupus 
erythematosus, and 43 were controls with various 
disorders. The L. E.-cell test was completely nega- 
tive in 52 of the 53 patients with rheumatoid 
arthritis; in the remaining patient only one L. E. 
cell was found among several thousand cells, 
whereas in the 4 patients with lupus erythematosus 
classical L. E. cells accounted for from 1 to 10% 
of the cells, and, in addition, transitional cells were 
found. The authors feel that this difference is suf- 
ficiently sharp that there should be no differential 
diagnostic difficulties. In the control cases the 
I.. E.-cell test was always negative. 


PHYSIOLOGY 


Does Transfusion Citrate Cause Hemorrhage? 
W. G. Dixon. Am. Surgeon 24:818-821 (Nov.) 1958 
| Baltimore]. 


To ascertain whether the wound oozing that is 
sometimes seen after multiple transfusions is caused 
by excessive citrate, dogs were given rapid in- 
travenous injections of acid-citrate-dextrose solu- 
tion (which is the anticoagulant used in transfu- 
sions), and clotting times, calcium levels, tetany, 
pulse rates, and blood pressures were observed. 
Acid-citrate-dextrose solution was used instead of 
blood, because it eliminated the hemolytic reac- 
tion of blood itself. In addition, the smaller amount 
decreased the danger of overloading the dog's 
blood volume. The acid-citrate-dextrose solution, 
as prepared in Transvuso Vac blood donor bottles, 
contained 120 ce. of 1.37% sodium citrate, 0.5% 
citric acid, 2.45% dextrose, and water. This was 
considered equivalent to 2 Gm. of disodium citrate 
in calculating doses. The acid-citrate-dextrose solu- 
tion was rapidly dripped intravenously either into 
dogs anesthetized with Nembutal, to simulate an 
operating-room transfusion, or into conscious dogs 
to simulate the patient not under an anesthetic. 

In 35 experiments transfusion of acid-citrate- 
dextrose solution did not cause hemorrhage. Only 
one of the anesthetized dogs showed possible 
wound oozing, although the blood of almost all 
the dogs failed to clot as the result of so much 
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acid-citrate-dextrose solution. Cardiac arrest oc- 
curred 26 times in anesthetized dogs and tetany 9 
times in conscious dogs. The 26 cardiac arrests oc- 
curred in 11 dogs, the heart being restarted with 
massage 15 times. Massage might have corrected 
inore of the arrests, except that the arrest was used 
to terminate most of the experiments. In 28 de- 
terminations the amount of sodium citrate to cause 
cardiac arrest or tetany in dogs averaged 200 mg. 
per kilogram of body weight, or between 10 and 
20 mg. per kilogram of body weight per minute 
of injection. 


Further Studies on Cholesterol Levels in the Johns 
Hopkins Medical Students: The Effect of Stress at 
Examination. C. B. Thomas and E. A. Murphy. 
J. Chron. Dis. 8:661-668 (Dec.) 1958 [St. Louis]. 


The authors carried out serum cholesterol de- 
terminations on 52 Johns Hopkins medical students 
at admission to medical school (test 1), during the 
final anatomy examination which is generally con- 
sidered to be a severe form of stress (test 2), and 
during a period of regular academic work (test 3). 
The mean serum cholesterol levels at tests 1 and 2 
were significantly higher than those at test 3. The 
serum cholesterol levels of 2 additional persons, 
who had stress studies during the biochemistry 
examination rather than the anatomy examination, 
showed a similar pattern when the values obtained 
during the final biochemistry examination were 
compared with those obtained at test 3. For certain 
students test 3 fell close to the final biochemistry 
examination; the drop in the serum cholesterol 
level from test 2 to test 3 was less marked in those 
patients. The total eosinophil count was significant- 
ly lower at test 2 than at test 3. These findings are 
consistent with the hypothesis that stress, such as 
accompanies the first few weeks of medical school 
or important final examinations, is accompanied by 
a significant rise in the serum cholesterol level. 


PUBLIC HEALTH 


Relationship of Amount of Cigarette Smoking to 
Coronary Heart Disease Mortality Rates in Men. 
R. W. Buechley, R. M. Drake and L. Breslow. Cir- 
culation 18:1085-1090 (Dec.) 1958 [New York]. 


The authors report information on cigarette 
smoking and data concerning coronary heart dis- 
ease in 2 California population groups. The first 
group consisted of 3,994 longshoremen who re- 
ceived a multiphasic screening examination and 
were followed for 5 years. They were divided into 
2 classes: light or nonsmokers and heavy smokers. 
In the first 5 years of follow-up 78 died of coronary 
heart disease. Of the observed deaths, 42 occurred 
among light or nonsmokers, compared with an 
expected 84 according to California age-sex-specific 
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death rates, and 36 occurred among heavy smokers, 
compared with an expected 35. Similar propor- 
tions of observed to expected were not found for 
deaths from any heart disease other than coronary. 
A retrospective case-control study, by questionnaire 
and interview, was made in the second population 
group, consisting of 116 men with coronary dis- 
ease and 121 matched control persons. The 116 men 
reported a much higher mean amount of smoking, 
averaging about 16 cigarettes per day, than the 
121 controls who averaged about 10° cigarettes 
per day. 

The heterogeneity of populations, differing ap- 
proaches, and manner of reporting make impossible 
a good estimation of the magnitude of the rela- 
tionship between cigarette smoking and coronary 
heart disease. The authors abandoned their at- 
tempts to make such an estimate from a combina- 
tion of studies by various workers. However, the 
extent of the relationship is generally indicated by 
the difference in death rate between nonsmokers 
and heavy smokers. These differences show a strong 
and consistent relationship between cigarette smok- 
ing and deaths from coronary heart disease, at 
least in men between the ages of 40 and 70 years. 
The difference in mortality between cigarette 
smokers and nonsmokers at different ages varies 
from 1 to 7 excess deaths from coronary heart dis- 
ease per 1,000 men per year. Smoking rates in the 
United States are high, and death rates among 
patients with coronary heart disease are also high, 
in comparison with many other countries. Further 
studies of their relationship are needed. 


Bacteriology of the Bedside Carafe. C. W. Walter, 
A. D. Rubenstein, R. B. Kundsin and M. A. Shilkret. 
New England J. Med. 259:1198-1202 (Dec. 18) 1958 
[Boston]. 


Patients’ complaints of unpalatable water at the 
bedside called attention to the potential hazard of 
this water as possible vehicle in cross infection in 
hospitals. In 24 Boston hospitals inspectors of the 
Massachusetts Department of Public Health  se- 
lected a carafe at random from a bedside table for 
the accompanying bacteriologist. Coliform organ- 
isms were found in 21.7%, and staphylococci in 
68.9% of the carafes sampled. Only 5 carafes out 
of 103 were sterile. The tap water in the 24 hos- 
pitals contained no coliform organisms or staphy- 
lococci. Fresh Boston tap water and clean ice made 
from it do not support bacterial growth. Direct 
contamination of the water in a vessel occurs each 
time it is sipped through a drinking tube. The 
residual water in the tube at the end of the sip 
drains back, carrying saliva. Bacteriological con- 
tamination also occurs readily in the carafes with 
dual-purpose lids. Residual liquid is returned to 
the carafe as the cup-shaped lid is inverted. The 
edge of the cup also carries organisms from the 
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patient's lips when the cup is inserted into the neck 
of the carafe. Grossly unhygienic conditions were. 
described in two-thirds of the carafes. Dead, par- 
tially decomposed insects were frequently seen. 
The walls of some carafes were slimy; gelatinous 
islands of algae and fungi floated in others. Most 
carafes had a stale odor. 

In 3 of 6 hospitals where paper cups and glasses 
were used instead of carafes, the water was sterile. 
Contamination in the other 3 was attributed to fill- 
ing the cups with stagnant water from the carboy- 
type water cooler. The material of which carafes 
are made is unsuitable for sanitization by heat. 
Fourteen of the institutions used carafes that were 
destroyed by hot water at 77 C (170 F) recom- 
mended for sanitizing dishes. None of the hospitals 
specified the technique of the supposed daily wash- 
ing of the carafes, although 9 of the 24 claimed 
daily washing in a mechanical dishwasher. No 
hospital specified disinfection as a part of cleaning. 
Cross contamination by faulty identification of 
carates or by mixing of the lids, when several were 
iced simultaneously, was common. Bacteria were 
transferred from the fingers of personnel to the 
carate in several ways. The narrow mouth of the 
carafe and the dual-purpose lids were often wiped 
with the fingers under running water as a cleaning 
gesture. In a third of the hospitals surveyed, the 
utility room was used for processing of carafes; in 
most of these the work was accomplished in the 
same area where basins, bedpans, and urinals were 
cleaned. In half of the hospitals the diet kitchen 
was used. 

Ice was exposed to hospital traffic in unprotected 
and even bacteriologically hazardous locations. 
Shovels and hoes used to remove ice from machines 
were dirty. In many hospitals food, fruit, and 
beverage bottles were stored on the ice. In 6 hos- 
pitals the ice dispensers were located in utility 
rooms within splashing distance of the bedpan 
hoppers. Faulty installation and maintenance of 
ice makers were common. Only half of the ma- 
chines were located in a protected spot. 

The program recommended for providing a safe 
supply of bedside water includes: proper installa- 
tion and operation of ice-cube makers that are iso- 
lated from sources of bacteria shed by patients and 
personnel; automatic bagging of ice cubes and 
storage at temperature less than —6 C (20 F); dis- 
pensing of ice cubes from refrigerated dispensers 
with ice tongs; provision of carafes with wide 
mouths to facilitate cleaning, inspection, and _fill- 
ing; daily sanitization of carafes with heat; process- 
ing of carafes in the diet kitchen by personnel 
trained in food handling; and complete emptying 
and refilling of carafes from the tap each time they 
are serviced. Bedside water should be of a quality 
comparable to the drinking water supplied the 
community. Where melting ice is used, it must be 
dispensed from a solution of sodium hypochlorite. 
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Modern Chemotherapy of Tuberculosis. By Roger S. 
Mitchell, B.A., M.D., F.A.C.P., and J. Carroll Bell, B.S., 
M.D., M.S. Foreword by William B. Tucker, M.D. Anti- 
biotics monographs no. 11. Under editorial direction of 
Henry Welch, Ph.D. and Félix Marti-Ibanez, M.D. Cloth. $4. 
Pp. 109, with illustrations. Medical Encyclopedia, Inc., 30 
E. 60th St., New York 22. Distributors outside U. S. A.: 
Interscience Publishers, Inc., 250 Fifth Ave., New York 1; 
Interscience Publishers, Ltd., 88-90 Chancery Lane, London, 
W. C. 2, England, 1958. 

Since streptomycin became generally available 
in 1947, changes in the treatment of tuberculosis 
have come at an accelerated pace. This monograph 
summarizes the present status for the physician 
who wants to apply the new modalities of therapy. 
It discusses the three principal drugs (strepto- 
mycin, p-aminosalicylic acid, and isoniazid) in the 
treatment of tuberculosis from the standpoint of 
dosage and duration of therapy, with an important 
section on mode of action and pharmacology. The 
principal secondary drugs are similarly but more 
briefly discussed. The advantages and disadvan- 
tages of single-drug and multiple-drug treatment 
are outlined. The net result is a perspective on the 
therapy of tuberculosis as a whole. With so chronic 
a disease as tuberculosis the final determination of 
the result of a particular form of treatment must 
wait for many years. In the meantime, decisions 
must be made on the best evidence available. The 
monograph indicates where information is not yet 
definitive but presumptive, and states the results of 
the authors’ experiences. Some of their assertions 
may be expected to be controversial. 

In a general sense, tuberculosis has come to be 
treated as less “chronic” and more “acute’; how- 
ever, the time is not vet at hand when tuberculosis 
may routinely be treated in the home. Treatment is 
now shared by the expert with the general prac- 
titioner and internist to an extent greater than ever 
before. For the physician who is called on to share 
in this obligation, this monograph will prove 
valuable. The text is enhanced by an extensive and 
comprehensive bibliography. The chapters include 
history, pharmacology, modes of action, dosage, 
regimens, drug resistance, modern chemotherapy, 
diseases and conditions with adverse effect, new 
and less used drugs, and results of antituberculous 
chemotherapy to date. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Therapeutic Exercise. Edited by Sidney Licht, M.D. Third 
volume of Physical Medicine Library. Cloth. $16. Pp. 893, 
with 204 illustrations. Elizabeth Licht, Publisher, 360 Foun- 
tain St., New Haven, Conn., 1958. 


This large book was written by 35 different 
authors (12 are European and 1 is Canadian); it has 
36 chapters and two appendixes. The first 18 chap- 
ters have to do with the basic principles of thera- 
peutic exercise such as the motor unit, physiology 
of exercise and fatigue, mechanical anatomy of mo- 
tion and posture, and structure and motions of the 
shoulder, hip, feet, and hands. Several chapters 
discuss the various tvpes and uses of exercise and 
the apparatus required, especially in hydrotherapy. 
There are chapters on kinetic occupational therapy, 
testing of muscle strength, and other tests and 
measurements such as measurement of articular 
movement. One chapter is devoted to the contro- 
versial subject of “proprioceptive facilitation in 
therapeutic exercise.” 

The last 17 chapters concern the uses of exercise 
in disease conditions, including scoliosis; poliomye- 
litis; amputations; orthopedic conditions; foot dis- 
abilities; arthritis; multiple sclerosis; paraplegia; 
pulmonary, heart, and vascular disease; obstetrics; 
and orthoptics. There is also material on exercise 
for normal persons and an interesting and well- 
documented chapter on the history of the therapeu- 
tic use of exercise. Appendix | is a report of a study 
of the effect of brief isometric contractions on mus- 
cle, as compared to the more commonly used iso- 
tonic contractions which increase strength and 
endurance in muscle. Appendix 2 defines the terms 
used in therapeutic exercise which are not fully 
expanded in the text. 

The book has some strong chapters and, as 
might be expected, some that are not particularly 
good. The chapters on physiology and anatomy are 
good, but they do not integrate the material with 
clinical usage to any great extent. Many basic 
physical principles are not given. This is not really 
a criticism of the book, but it indicates how volumi- 
nous the subject is. Some of the chapters by authors 
from abroad may be difficult to follow because 
their approach and terminology are at variance 
with those in the United States. The chapter on 
scoliosis is especially difficult, because this is a 
poorly understood and controversial subject in any 
country or language. The chapter on postural exer- 
cise is more philosophical discussion than presen- 
tation of specific material. The chapters which dis- 
cuss the disease entities or conditions are good, 
and, in most instances, quite exhaustive. 
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Therapeutic exercise implies knowledge of all 
motion and locomotion of the body, all basic physi- 
cal and biological factors involved, and all the 
systems directly and indirectly related to produc- 
tion of energy and control. It is readily evident, 
therefore, that the subject cannot be adequately 
covered in one volume. However, as indicated by 
the editor, this is the largest single volume on the 
subject, and probably comes nearer to the goal 
than any other work published so far. It probably 
will not be used as a required text for the student 
of physical therapy because it is too advanced, and 
there is not enough material on some of the basic 
factors and techniques. However, it should be a 
valuable reference book for undergraduate stu- 
dents, physiatrists, and other interested physicians, 
and to a lesser degree for graduate physical ther- 
apists. 


Sensitivity Reactions to Drugs: A Symposium Organized by 
the Council for International Organizations of Medical Sci- 
ences Established under the Joint Auspices of UNESCO and 
WHO. Edited by M. L. Rosenheim and R. Moulton. Assisted 
by S. Moeschlin and W. St. C. Symmers, Cloth. $7. Pp. 237, 
with illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 24-25 Broad St., Oxford, England; Ryerson Press, 
299 Queen St., W., Toronto 2B, Canada, 1958. 


The symposium presented in this compact, meaty 
volume was organized by men from Great Britain, 
Belgium, France, Germany, Holland, Italy, and the 
United States. The 19 contributors and 5 partici- 
pant observers are all investigators of one or more 
facets of the subject. Their fields include clinical 
medicine, chemistry, immunology, and hematology. 
In addition to a foreword and an_ introductory 
chapter, the book contains 17 chapters on hyper- 
sensitivity to drugs, each of which is followed by 
a discussion among the participants and a thorough 
list of references. 

The first half of the book is devoted to discus- 
sions of changes in various blood elements (red 
blood cells, platelets, granulocytes, and bone mar- 
row) due to allergic reactions caused by drugs. 
The last half of the book covers the following sub- 
jects: early detection of drug sensitivity; sensitivity 
reactions to antibiotics; nephelometric studies on 
the serums of patients sensitive to drugs; antibodies 
to drugs; the immunological character of humoral 
antibodies in drug allergy; chemical structure and 
pharmacodynamic action in relation to drug sensi- 
tivity; some general considerations on the diagnosis 
of the untoward effects of drugs; drug reactions 
linked with histamine release in man; tissue re- 
actions produced by sensitivity to drugs; the occur- 
rence of so-called collagen diseases systemically 
affecting the connective tissues, as a manifestation 
of sensitivity to drugs; and arteritis due to drugs. 
The subject index at the end is complete and 
accurate. 
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The quality of the material presented is not as 
variable as one might expect from the large num- 
ber of participants. Most of the chapters are excel- 
lent; a few are not on a par with the others and one 
chapter contains conclusions based on a single case 
study. The discussions following each chapter are 
informal and at times irrelevant to the material 
presented, In general, this work is an excellent 
summary of the literature in an important and 
expanding field of medicine and a valuable book 
for the library of any physician, no matter what 
his field of special interest. 


Economics of Mental IIness. By Rashi Fein. Joint Commis- 
sion on Mental HIness and Health monograph series no. 2. 
Report to Staff Director, Jack R. Ewalt. Cloth. $3. Pp. 164. 
Basic Books, Inc., 59 Fourth Ave., New York 3, 1958. 

The magnitude of the problem of mental health 
in terms of patients has been emphasized in recent 
vears. In this volume the problem is approached 
from the standpoint of the cost of mental illness 
to the people of the United States—not just the 
expenses of hospitalization, medical care, and re- 
search, but also the money lost through the non- 
productivity of the mentally ill. Admittedly, accu- 
rate figures are not available on some of these 
points, and estimates of such items as the amount 
paid in fees to general practitioners and internists 
by patients whose complaints are primarily psvcho- 
logical can be little more than speculative. It might 
be argued that it is not realistic to consider that all 
patients suffering from mental illness could be ab- 
sorbed into the labor market and social order with- 
out a terrific impact on its basic structure, but rec- 
ognizing these difficulties the author has attempted 
to present a fair estimate of the annual direct and 
indirect costs of mental illness which he conceives 
to be 3 billion dollars. The suggestion that from the 
economic standpoint alone it may be more profitable 
to increase the direct costs to provide better care 
and treatment for the initial admissions of the men- 
tally ill seems logical when duration of disability 
is considered for patients whose illness becomes 
chronic. This little volume should be valuable read- 
ing for those who wish to consider not only the 
economic problem of the mentally ill but also the 
means of estimating the various factors which must 
be evaluated in assessing the costs of any illness. 


Current Concepts of Positive Mental Health. By Marie 
Jahoda, Joint Commission on Mental Illness and Health mon- 
ograph series no, 1. Report to Staff Director, Jack R. Ewallt. 
Cloth. $2.75. Pp. 136. Basic Books, Inc., 59 Fourth Ave., 
New York 3, 1958. 

Since the Joint Commission on Mental Illness 
and Health was organized a few years ago under 
a grant of $1,500,000 trom Congress, great expec- 
tations have arisen concerning its report. The Com- 
mission was designed to make a three-year study 
of the total mental health needs and resources of 
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the United States and is now in its third vear of 
operation. “Current Concepts of Positive Mental 
Health” represents the first phase of the total re- 
port. Approximately nine more volumes will be 
forthcoming, each dealing with a different aspect 
of the total study. The rather large sum of money 
to be spent in making the Commission’s study, and 
the large number of people and = organizations 
whose assistance was enlisted to carry it out, ex- 
cited many criticisms of both its objectives and its 
methods. Physicians not involved in the study have 
frequently criticized the study on the grounds that 
there appeared to be a relative absence of psy- 
chiatric leadership in its actual operation. If this 
first monograph is representative of the entire re- 
port, this criticism will prove justified. The book 
consists of 119 pages of personal speculation by 
the author on the nature of mental health. It is a 
survey of a narrow segment of the literature on 
mental health. As the first volume of the Joint 
Commission's report, it is a huge disappointment. 
All the material presented was well known to most 
people in the field of mental health long before the 
Joint Commission began its study. The last chapter 
is an amendment to the report entitled “Viewpoint 
of a Clinician,” by Walter E. Barton, M.D., a Bos- 
ton psychiatrist. He takes issue with the author's 
view of mental health versus mental illness, but his 
criticism is a weak one and attacks only a minor 
fragment of the main issue. 


Recent Advances in Cerebral Palsy. Edited by R. S. Iling- 
worth, M.D., F.R.C.P., D.P.H., Professor of Child Health, 
University of Sheffield, Sheffield, England. With foreword by 
Norman B. Capon, M.D., F.R.C.P., F.R.C.O.G. [With appen- 
dix, Cerebral Palsy: Voluntary and Tax-supported Services in 
the United States, by Sherwood A. Messner, Director of Serv- 
ice, Medical and Scientific Department, United Cerebral 
Palsy Associates, Inc., of 24 pages.] Cloth. SLO. Pp. 389, 
with 136 illustrations. Little, Brown & Company, 34 Beacon 
St., Boston 6; J. & A. Churchill, Ltd., 104 Gloucester Place, 
Portman Sq., London, W. 1, England, 1958. 


Few subjects in medicine present as many and 
varied problems as does that of cerebral palsy. No 
one person can be an expert on all aspects of this 
disease; 14 specialists from the United States, Eng- 
land, and Australia were therefore asked to discuss 
the recent advances made toward meeting the total 
needs ot the child with cerebral palsy and to decide 
where further investigation is needed. The result 
of their discussion is this authoritative treatise, 
which gives an accurate account of our present 
knowledge concerning the incidence; cause; pa- 
thology; the clinical signs by which to distinguish 
various types; methods of testing intelligence, 
speech, and hearing; drugs used in treating convul- 
sions; and the orthopedic and neurosurgical pro- 
cedures for preventing, correcting, and controlling 
the neuromuscular condition. There is a general 
agreement among the specialists that during the 
last decade advances have been made in these 
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areas, but evaluating the methods of physical 
therapy or speech therapy is still a problem. As one 
author points out, it is “very difficult to determine 
how much of a child’s apparent improvement after 
some months or years is due to treatment, and how 
much is due to the child’s increased maturity.” 
Dr. Illingsworth and his colleagues have described 
the recent advances in cerebral palsy and pointed 
out the areas which need further investigation. It 
behooves all those working with children with 
cerebral palsy to familiarize themselves with the 
contents of this book. 


The Practice of Sanitation. By Edward Scott Hopkins, 
Principal Associate Engineer, Bureau Water Supply, Balti- 
more, and Wilmer Henry Schulze, Assistant Commissioner of 
Health, Sanitary Section, Baltimore City Health Depart- 
ment. Third edition. Cloth. $8. Pp. 487, with 141 illustrations. 
Williams & Wilkins Company, 428 E. Preston St., Baltimore 
2, 1958. 

This volume presents a clear, concise picture of 
sanitation. It is not loaded with unintelligible 
charts and graphs, and it covers all the significant 
details adequately. Any physician who may be 
asked about some local sanitation problem should 
by reading this book be able to orient himself on 
the matter quickly and thus be in a position to 
provide real help to the community. By the same 
token sanitarians, health officers, public health 
nurses, and even governmental officials who are 
trving to learn something about basic principles of 
sanitation should be helped greatly by these dis- 
cussions. In this edition, the authors have wisely 
presented new approaches on such currently sig- 
nificant topics as food sanitation, air pollution, 
housing, rural and urban sewage disposal, stream 
pollution, insect control, and others of importance. 

From the first chapter, in which is presented a 
stimulating panorama of the progress of sanitation 
down through the ages, to the last, which describes 
the establishment and accomplishment of a sanitary 
survey, the book is absorbing. The writing is re- 
freshingly direct and simplified. At the end of each 
chapter is, in most instances, an extensive bibliogra- 
phy. Although not lavishly illustrated, the volume 
contains numerous drawings and photographs that 
provide additional useful information. As is pointed 
out in the foreword, there is no justification in this 
country for complacency about present sanitary 
practices in communities and industries. This vol- 
ume provides desirable information about things 
that still need to be done. 


The World Traveler's Medical Guide. By Richard Travis 
Atkins, M.D., and Jane McGlennon Atkins. Paper. $1.95. Pp. 
399. Simon & Schuster, 630 Fifth Ave., Rockefeller Center, 
New York 20, 1958. 


This volume deals with the medical aspects of 
travel in all parts of the world. Chapter 1 discusses 
medical problems related to travel by auto, train, 
ship, or plane; chapter 2 gives information on the 


required or recommended immunizations; chapter 
3 furnishes useful information on such specific 
problems as water, milk, food, motion sickness, 
diarrhea, effect of altitude, and clothes to be worn, 
and chapter 4 discusses specific diseases and their 
nature. These chapters are followed by brief but 
adequate information as to what can be expected 
and what to do when confronted by a special health 
problem in any given country. Medical facilities in 
all areas, with names, addresses, and telephone num- 
bers of English-speaking physicians, and locations of 
medical schools and hospitals are given. The 
“Guide” is unique because it deals exclusively with 
medical problems. According to the authors it is 
the first of its kind. The information given is ade- 
quate and authoritative, and the book is unhesitat- 
ingly recommended to the prospective traveler. 


Physiology of Spinal Anesthesia. By Nicholas M. Greene, 
B.S., M.A., M.D., Professor of Anesthesiology and Lecturer in 
Pharmacology, Yale University School of Medicine, New 
Haven, Conn. With foreword by John Gillies, C.V.O., M.C., 
F.R.C.P.E., James Y. Simpson Reader in Anesthetics, Univer- 
sity of Edinburgh, Edinburgh. Cloth. $6. Pp. 195, with illus- 
trations. Williams & Wilkins Company, 428 E. Preston St., 
Baltimore 2, 1958. 


The author is to be congratulated for what 
should become a classic in the literature of anes- 
thesiology. This book has long been needed. It dis- 
cusses the physiological effects of spinal anesthesia 
relative to the nervous system, cardiovascular sys- 
tem, pulmonary ventilation and hemodynamics, 
adrenal functions, endocrine functions, metabolism, 
obstetric physiology, and gastrointestinal tract. It 
is well edited and printed on good paper. It is neat 
and concisely organized and has an extensive, care- 
fully selected bibliography. One has a feeling that 
it was a labor of love which produced this truly 
outstanding textbook. It is strongly recommended 
to all individuals and libraries concerned with 
spinal anesthesia. 


Treatment of Breast Tumors. By Robert S. Pollack, M.D., 
F.A.C.S., Clinical Instructor in Surgery, Stanford University 
School of Medicine, San Francisco, Cloth. $6. Pp. 147, with 
63 illustrations. Lea & Febiger, 600 S. Washington Sq., Phila- 
delphia 6, 1958. 

This comprehensive but brief volume is devoted 
to the treatment of breast tumors, including cystic 
mastitis. The system of classification used is simple 
and workable and avoids impractical detail. Diag- 
nostic criteria are briefly discussed. The technical 
procedures of excisional biopsy and removal of 
benign tumors and other pathological processes are 
described. As would be expected the major portion 
of the book deals with various aspects of carci- 
noma. The importance of exploration of small 
tumors is stressed. The author presents his criteria 
for operability which are reasonably widely ac- 
cepted. The practical difficulties confronting the 
surgeon in determining operability are well cov- 
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ered, Consideration is given to the indications for 
simple, modified radical, standard radical, and 
extended radical mastectomy. The procedures are 
illustrated. The chapters on irradiation list the in- 
dications for its use, and the methods employed are 
outlined. The limitations of irradiation in cancer 
of the breast are discussed. Additive and subtrac- 
tive hormone therapy is well handled. The proper 
use of estrogens, androgens, and adrenocortical 
hormones is presented. Oophorectomy, adrenalec- 
tomy, and hypophysectomy are evaluated as ad- 
juncts to therapy. In controversial areas the author 
presents opposing views, and an effort is made to 
arrive at fair and balanced conclusions. The bibli- 
ography is extensive and up to date. The author 
has presented a surprising amount of material in 
142 pages. The brevity and readability of this work 
recommend it as a good source of ready reference. 


Haematological Technique for Medical Laboratory Tech- 
nicians and Medical Students. By FE. M. Darmady, M.A., 
\ML.D., F.R.C.P., Senior Pathologist, Portsmouth and Isle of 
Wight Area Pathological Service, Portsmouth, England, and 
Ss. G. T. Davenport, F.1.M.L.T., Chief Technician, Ports- 
mouth and Isle of Wight Area Pathological Service. Second 
edition. Cloth. $3.75. Pp. 244, with 27 illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave., New York 16; 15/16 Queen 
St., Mayfair, London, W. 1, England, 1958. 


The authors, on the basis of practical experience, 
describe the specific techniques for the usual blood 
tests. The descriptions are adequate and are fol- 
lowed by brief explanations of the fundamental 
mechanism behind the disease process; this should 
be helpful to technicians who wish to understand 
the rationale of their work. In many cases, alter- 
native methods are given. In chapter 18 a brief but 
adequate account of the theory of errors in hema- 
tological procedures and in medical statistics is 
given. The laboratory methods are those which 
appear to be most commonly used in Britain, and 
the descriptions of the stained cells are based on 
the Romanowsky and Leishman techniques, al- 
though the procedure for Wright's stain is also 
given. A short, selected bibliography follows each 
section, and there is a glossary of commonly used 
terms. The book should prove adequate for its pur- 
pose and should take its place among the best on 
the subject. 


A History of Ophthalmology. By George E. Arrington Jr., 
M.D. Foreword by Félix Marti-Ibanez, M.D., Professor and 
Director of Department of History of Medicine, New York 
Medical College, Flower & Fifth Avenue Hospitals, New 
York. MD monographs on medical history number three. 
Under editorial direction of Félix Marti-Ibanez, M.D. Cloth. 
$4. Pp. 174. MD Publications, Inc., 30 E. 60th St., New 
York 22, 1959. 


This well-written book describes the important 
events in the history of ophthalmology, not as 
isolated events but in relation to general historical 
developments. It is the author’s contention that, 
with few notable exceptions, developments in 
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ophthalmology are consequent to developments in 
religious, philosophical, ethical, and technical 
thought. The peculiar importance of vision in man’s 
relationship to the external world makes such an 
approach particularly pertinent. Dr. Arrington states 
that in the past, because of this relationship, the 
eve was the meeting-ground of many disciplines 
including neurology, physiology, religion, and 
philosophy. In chapter 14, the author makes an 
almost impassioned appeal, which strikes a sym- 
pathetic note in this reviewer, that the ophthalmol- 
ogist not lose himself in his techniques but view 
his specialty against an appropriate background of 
cultural knowledge. Furthermore, he emphasizes 
the importance of the individual in furthering the 
advances of the future and deplores the tendency 
in present society to depreciate the individual in 
favor of group or mass attitudes. At the end of 
the book are a chronological table showing ad- 
vances in ophthalmology, an incomplete directory 
of ophthalmological periodicals, and a list of oph- 
thalmological societies and associations. It is 
recommended reading for all ophthalmologists and 
medical historians. 


Handbook of Balanced Anesthesia: Practical Techniques in 
Dentistry, Obstetrics and Surgery. By Sylvan M. Shane, At- 
tending Anesthesiologist, Lutheran Hospital of Maryland, 
Baltimore. Cloth. $7.85. Pp. 272, with 11 illustrations. Lowry 
& Volz, 5701 Newbury St., Baltimore 9; Ryerson Press, 299 
Queen St., W., Toronto 2B, Canada, 1958. 

This book shows the author’s tremendous enthu- 
siasm for a specific technique and the remarkable 
extent of his experience with it. The book is well 
illustrated, neatly printed on good-quality paper, 
and written in a free, easy-flowing, pleasant style. 
However, one wonders about the title of the book, 
since in all fairness to the author the anesthesiologic 
method described is no more balanced than the 
thiopental-nitrous oxide-curare or narcotic-nitrous 
oxide—curare methods. 

The author discusses clearly and concisely, with 
elements of enthusiasm and prejudice, his views on 
the methods and application of this technique in 
various fields. There is a rather large section per- 
taining to dentistry. The ancillary portion of the 
book is so brief as to weaken its value. It is recom- 
mended only to those who are interested in this 
technique, i. e., the nitrous oxide-cyclopropane— 
oxygen combinations in a semi-closed system. There 
can be little doubt that this is a vital and useful 
technique endorsed by the author, but the loose 
manner in which statements are made throughout 
the book would justify the use of this textbook by 
only those who have had large experience in anes- 
thesiology. It is not recommended to trainees in 
anesthesiology—nurses or physicians. For the sake 
of completeness, it should be included in libraries 
as a reference to this specific technique. 
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Clinical Haematology in Medical Practice. By G. C. de 
Gruchy, M.D., F.R.A.C.P., M.R.C.P. With foreword by J. V. 
Dacie, Professor of Haematology in University of London, 
London. Cloth. $10. Pp. 620, with illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
[ll.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


The purpose of this book is to “bridge the gap 
between the inevitably short and incomplete de- 
scriptions of blood diseases found in text books of 
general medicine and the large comprehensive and 
heavily documented haematological reference books 
and monographs.” The criticism against heavy 
documentation has been corrected, and the refer- 
ences for further reading show many contributions 
of British authors. The textual emphasis is on the 
diagnosis and clinical management of standard dis- 
eases involving the blood and_ blood-forming 
organs. Details of technique are not supplied, but 
enough data are given to help understand the 
results of laboratory examinations. Bone marrow 
is emphasized in connection with each disease, in- 
cluding photographs of tissue sections. A useful 
feature is a series of tables summarizing the data 
to be studied in investigating different diseases, or 
in tabulating other material of importance in con- 
nection with each syndrome (e. g., plasma clotting 
factors, laboratory tests in disorders of coagulation, 
and causes of thrombocytopenia ). The book should 
be a useful quick reference for practitioners in the 
clinical management of their patients. 


Clinical Neurosurgery. [Volume V] Proceedings of the 
Congress of Neurological Surgeons, Washington, D. C., 1957. 
[Robert G. Fisher, M.D., editor-in-chief.] Cloth. $8. Pp. 206, 
with illustrations. Williams & Wilkins Company, 428 E. Pres- 
ton St., Baltimore 2, 1958. 

This volume is dedicated to Dr. Francis C. 
Grant of Philadelphia, who is the author of three 
of the papers. These papers, on gliomas in the pos- 
terior fossa in children, surgery of meningiomas at 
the base of the brain, and cordotomy, represent the 
observations of one of our most experienced neuro- 
surgeons Over a period of almost 40 vears. His 
comments are to the point and of great value. The 
other papers on subdural collections of fluid in 
children by R. M. N. Crosby, dynamics of the cere- 
brospinal fluid by E. A. Bering, the treatment of 
hydrocephalus by shunting cerebrospinal fluid into 
the circulatory system by R. H. Pudenz, unilateral 
exophthalmos by D. D. Matson, treatment of in- 
voluntary movements by I. S. Cooper and G. J. 
Bravo, anesthesia for neurosurgical procedures by 
H. C. Slocum and H. R. Hansen, ocular signs of 
cerebral tumors by F. B. Walsh, and spinal nu- 
clear amyotrophy by D. N. Buchanan are all well 
prepared and may be read with profit. This volume 
continues to maintain the high level of excellence 
characteristic of the four earlier ones. At the end 
are a list of members of the Congress and an index. 
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QUESTIONS AND ANSWERS 


REACTIONS AFTER INJECTION 
OF TETANUS TOXOID 


To THE Eprror:—In the past year, three patients 
have developed delayed reactions to injections of 
tetanus toxoid. These reactions appeared be- 
tween 5 and 10 days after the injection and 
were characterized by marked local redness, 
swelling, and itching with regional lymphade- 
nopathy and, in at least one, some fever and 
polyarthritis. All subsided in one or two weeks, 
either spontaneously or after treatment with 
antihistamines and corticosteroids. They were 
clinically characteristic of serum sickness. The 
material used routinely for booster doses of 
tetanus toxoid is an alum-precipitated prepara- 
tion produced by one of the leading biological 
manufacturers. Injections are withdrawn from 
multiple-dose vials, and other recipients of in- 
jections from the same vials have shown no 
reaction. The dose has been 0.5 cc. given intra- 
muscularly (although inadvertent subcutaneous 
injection is possible). Careful checking makes it 
seem almost certain that tetanus antitoxin was 
not given through error, and in none of the pa- 
tients was there a significant immediate reaction. 
Have similar delayed, presumably allergic, reac- 
tions been reported with the use of tetanus 
toxoid? Would a patient who had such a reaction 
be expected to have a similar or more severe 
one were he to receive tetanus toxoid at some 
future date? 


John E. Sweeney, M.D., Topeka, Kan. 


Answer.—In the earlier period of tetanus toxoid 
prophylaxis, allergic reactions of variable degree 
were encountered. Continued efforts to use less 
allergenic mediums for the production of tetanus 
toxin, and therefore toxoid, together with tech- 
niques of purification have reduced the incidence 
of allergic reactions to tetanus toxoid to a statis- 
tically low figure. In the instances cited, the reac- 
tions were of the delayed serum sickness type. 
Presuming that no errors could be the source of 
difficulty (tetanus antitoxin instead of toxoid), it 
would be desirable to communicate with the manu- 
facturers of the toxoid to determine the various 
materials used in its preparation. Sensitivity tests 
could be conducted with the various antecedent 
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materials. The procedures recommended for this 
purpose are described in standard textbooks on 
allergy. In the event that the authenticity of the 
history, the sensitivity tests, or both indicate the 
existence of an altered response to one or more 
antecedent materials used in the preparation of the 
specific tetanus toxoid, avoidance of reactions at 
later dates could be effected by (1) avoidance of 
tetanus toxoid in the patients cited—periodic checks 
on the antibodies for tetanus could be made by 
collaboration with a reliable biological laboratory 
or by cooperation with the producer of the tetanus 
toxoid—and (2) use of another company’s toxoid 
preceded by allergy tests to exclude sensitivity to 
the newly selected material. It is significant that 
a booster dose of 0.5 ml. was used in the three 
instances cited. In general, 0.1 ml. (injected sub- 
cutaneously, with a tuberculin syringe used for 
measurement and avoidance of a change of the 
needle used for drawing out the material from the 
stock bottle) is a satisfactory booster dose of teta- 
nus toxoid (see Queries and Minor Notes, Tetanus 
Immunization, THE JouRNAL, April 30, 1955, page 
1663). 


ETHER CONVULSIONS 

To THE Eprror:—During operation on a 13-year-old 
boy under open drop anesthesia, the patient was 
seized with convulsions. The temperature prior 
to the operation was 100.5 F (38 C), and no 
measures were adopted to lower this tempera- 
ture either preoperatively or during the opera- 
tion prior to the convulsions. The patient was 
under light anesthesia at the onset of the con- 
vulsions, oxygen was ample, and the appendix 
had been uneventfully removed. Ice packs were 
applied. After intravenous administration of 
thiopental sodium, should the ether dose have 
been increased to reduce cerebral excitability or 
should the dose have been decreased because of 
a possible relationship to the convulsion itself? 
Norman Michael Canter, M.D., San Francisco. 


Answer.—Under the conditions described, the 
ether dosage should not be increased nor decreased 
but the administration of the ether should be 
stopped immediately. Many theories exist to ex- 
plain the cause of “ether” convulsions, but from 
every case described three factors emerge: (1) 
some form of inhalation anesthetic, usually ether, is 
used; (2) the temperature of the patient or his en- 
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vironment is elevated; and (3) the patient has car- 
bon dioxide retention. Knowledge of the causes of 
ether convulsions is still so inadequate that it is 
suggested that all three of these factors should be 
eliminated as soon as possible. With the convulsions 
controlled with intravenously given thiopental so- 
dium, 100% oxygen administered, steps taken to 
ensure removal of excess carbon dioxide, and the 
patient cooled, there seems to be no good reason for 
giving more ether. 

Ether has some unknown relationship to the con- 
vulsion, and merely to reduce the dose of ether may 
not eliminate whatever this relationship may be. 
There is no evidence that increasing the ether dos- 
age reduces cerebral excitability in these patients. 
Owens and co-workers (Anesthesiology 18:53, 
1957), using dogs with convulsions under ether an- 
esthesia, found that increasing the depth of the 
anesthesia to the stage of cardiac intoxication had 
no effect on the abnormal electrical activity of the 
brain as seen on the electroencephalogram. Bow- 
man (Am. J. Surg. 23:295, 1934) recorded a case 
in which several attempts to deepen the anesthesia 
in a patient with ether merely increased the sever- 
ity of the convulsions. Several similar cases are 
recorded in the literature. Papper (Bull. U.S. Army 
M. Dept. {no. 84] p. 81, 1945) reported a case in 
which increasing the ether dose controlled the con- 
vulsions, but the patient was an afebrile healthy 
young man undergoing an elective operation. This 
case is atypical. The case herein described is typical 
in that the convulsions appeared late in the opera- 
tion. If the anesthesia becomes too light to com- 
plete the operation, another small dose of thiopen- 
tal sodium, and not ether, may be given. Should 
more muscular relaxation be necessary to complete 
closure of the peritoneum, a small dose of succinyl- 
choline chloride may be used, but facilities for ade- 
quate artificial ventilation must be at hand. 


HOOKWORM AND LARVA MIGRANS 

To tHe Eprror:—Please give information on cat 
and dog hookworm infestation. Is this the same 
as larva migrans? 


Glenn T. Howard, M.D.., Alice, Texas. 


Answer.—Ancylostoma caninum and A. brazili- 
ense are the usual species of hookworms found in 
dogs and cats throughout the warm areas of the 
world. In northern localities in both America and 
Europe A. braziliense is largely replaced by A. 
caninum, and in Europe both species are largely 
replaced in dogs by Uncinaria stenocephala. Adult 
forms of A. caninum have been reported in man 
five times and A. braziliense less than 200 times. 
This suggests, in view of the prevalence of these 
two hookworms in areas where man goes barefoot, 
that he has a natural resistance to these two spe- 
cies. The larvae of these hookworms can penetrate 
the skin of man, but they usually go no further. 
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The larvae of A. braziliense is largely responsible 
for creeping eruption or cutaneous larva migrans. 
The migration of these larvae intracutaneously pro- 
duce serpiginous, erythematous, elevated, and 
sometimes vesicular lesions. The larvae migrate 
several centimeters a day, and the lesion extends 
along behind them. This migration continues from 
several weeks to several months until death of the 
larvae. The larvae of A. caninum and U. steno- 
cephala usually do not migrate widely in the skin of 
man but die in the area of their original penetra- 
tion, producing a localized, transient, papular erup- 
tion. The larvae of the human hookworms A. duo- 
denale and Necator americanus and also of the 
nematode Strongyloides occasionally cause creep- 
ing eruption. The subcutaneous migration of fly 
maggots may be confused with these infections. 

The existence of a large number of therapeutic 
agents argues against the efficacy of any of them. 
(Diethylcarbamazine stibophen have been 
used systemically most widely, with variable suc- 
cess. Lowenthal ( Australian J. Dermat. 2:171, 1954), 
in a statistical evaluation of chemotherapy, con- 
cluded that systemic therapy does not hasten the 
death of the larvae. The most satisfactory topical 
therapy consists in freezing the area in which the 
larva is currently migrating by an ethyl chloride 
spray. Prevention of human infection consists of 
avoiding skin contact with soils contaminated by 
dog and cat feces such as is found at bathing 
beaches, beneath houses, and in children’s sand 
boxes. The latter should be covered when not in 
use. Hookworm-infected dogs and cats should be 
treated with tetrachloroethylene. Visceral larva 
migrans is caused by the migration through man’s 
organs of the larvae of the dog and cat ascarides 
of the genus Toxocara. 


ENLARGED COSTOCHONDRAL JOINTS 

To THE Eprror:—A biopsy specimen from a patient 
with enlarged costochondral joints showed nor- 
mal cartilage. The joints have been infiltrated 
with both procaine and prednisone, with no re- 
lief. Enough pain is present so that it is hard 
for the patient to do his work. How can he be 
relieved? 

Dale R. South Jr., M.D., Troy, Ohio. 


ANswer.—Enlargement of the costochondral joints 
is usually localized to one or two ribs at the carti- 
laginous juncture of that rib with the sternum. No 
conservative plan of treatment has proved to be 
of any real value. Excision of the cartilaginous 
enlargement, together with about 2 in, of the end 
of the rib itself, is usually followed by complete 
relief. The cavity left after taking out this mass of 
cartilage and bone will fill with blood which will 
clot and organize and shortly become a firm fibrous 
mass which is not painful. 
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NICOTINIC ACID AND VISUAL SYMPTOMS 


To tHE Eprror:—Could large doses of nicotinic 
acid cause an imbalance of vitamin absorption 
and thereby produce visual disturbance, or could 
such doses have a toxic effect on the retina? A 
60-year-old man had, for two years, severe at- 
tacks of vertigo lasting one or two seconds and 
occurring every 4 to 12 weeks. Repeated physi- 
cal examinations revealed no cause except the 
possibility of episodic cerebrovascular insuffi- 
ciency, including that from stimulation of the 
carotid sinus. It was found, however, that the 
serum cholesterol level was elevated to about 
265 to 300 mg.% and the fatty acid level was 
584 mg.%. The elevation of the cholesterol level 
was confirmed on several occasions. On_ this 
basis, the patient was advised to take nicotinic 
acid. Small doses were given in July, 1958, and 
were increased to 3 Gm. daily after a few days 
and to 4.5 Gm. after six weeks because the se- 
rum cholesterol level remained elevated to 279 
mg.%. In addition, he used a low-fat diet but 
consumed a liberal amount of lean meat, plenty 
of vegetables and fruit, and a vitamin supple- 
ment. Whatever fat was needed for cooking con- 
sisted of unsaturated fats (mostly corn oil). He 
lost about 7 kg. (15 lb.) in nine months and now 
weighs about 65 kg. (143 lb.); his height is 5 ft. 
7 in. (170 cm.). On this regimen the serum cho- 
lesterol level had dropped to 221 mg.% by the 
middle of September and no attacks of vertigo 
had appeared in the preceding few months. An 
alarming symptom, however, had appeared: the 
patient, who had had myopia since youth but 
who had had good correction with glasses, could 
hardly read. He reported that print appeared 
“smudged.” A competent ophthalmologist found 
that his eyegrounds were in excellent condition 
for a man his age and that there was no sign 
of glaucoma. His vision, corrected to 20/20 in 
each eye for years, could be corrected only to 
20/30 in each eye, and the ophthalmologist found 
“relative central scotomata which extended about 
10 degrees in both eyes.” The patient stopped 
using nicotinic acid and took, on an empirical 
basis, 1,000 meg. of vitamin B,, twice a week by 
injection and 25,000 units daily of vitamin A by 
mouth. On Oct. 1, the ophthalmologist found the 
eyegrounds normal as before. The vision, how- 
ever, could be corrected to 20/20 in both eyes, 
and the subjective visual complaints had disap- 
peared. Four weeks after nicotinic acid was with- 
drawn, the serum cholesterol level was again up 
to 330 mg.% in spite of the low-fat diet. Should 
this patient resume the use of nicotinic acid? 


Ludwig Gruenewald, M.D., Sheboygan, Wis. 
AnsweR.—The transient “smudging” of print, 


some reduction in vision, and relative central scoto- 
mas do not suggest any clear-cut clinical entity, 
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nor has an excess of nicotinic acid been reported 
as a cause of visual symptoms. It is suggested, 
therefore, that the patient’s symptoms were only 
fortuitously related to the nicotinic acid therapy. 
They may have been due to circulatory disturb- 
ances of the occipital lobes. Impairment of the 
posterior cerebral circulation may, on rare occa- 
sions, cause central scotomas. Also, tobacco ambly- 
opia (probably not related to nicotinic acid) may 
produce such symptoms as this patient had. It 
would be pertinent to know, therefore, if the pa- 
tient smoked excessively. The foregoing case report 
was reviewed by a nutritionist, who pointed out 
that comparable amounts of nicotinic acid have 
been given to several hundred patients without 
untoward effect (Persons and others, Circulation 
28:489, 1958, and Berge and others, Circulation 
28:490, 1958). The doses of nicotinic acid used 
were, however, excessively large from a physiolog- 
ical point of view, and time has not permitted a 
definitive evaluation of such therapy. It is, there- 
fore, important to have cases such as this on record. 
It may be of interest to the inquirer that there 
is a section in the A. M. A. Archives of Ophthal- 
mology entitled Registry of Interesting Cases for 
the reporting of just such cases. Dr. W. B. Parsons 
of the Jackson Clinic, Madison, Wis., noted that 
visual symptoms had not occurred in 140 patients 
treated with nicotinic acid for hypercholesteremia 
except for one patient who had had transient blur- 
ring. Parsons suggested that the patient referred to 
in the question be treated again with nicotinic acid 
and control placebos to see whether the symptoms 
would recur. 


URINE FOR CULTURE 


To THE Eprror:—Please supply details of a recently 
described method for culturing a female patient's 
urine which obviates the need for catheterization. 


M.D., New York. 


ANswer.—There are several methods of obtaining 
a urine culture from the female patient which ob- 
viate the need for catheterization, but none of 
these are practical. One such method is that of 
needle puncture of the bladder, using a needle 
introduced suprapubically into the full bladder in 
order to obtain a sterile specimen. This was done 
as a research project and would not be practical 
or safe for everyday use. Another technique is 
that of catching a mid-stream culture on a voided 
specimen. This is carried out as follows: The pa- 
tient is given an extra amount of fluid to drink 
and 30 to 60 minutes later is placed on a bedpan 
and draped, as for sterile catheterization. The 
labia are then cleansed with soap and water, ben- 
zalkonium chloride, and dry sponges in succession, 
and this procedure is repeated three times to com- 
pletely clean the vulva and urethral meatus. During 
this time, the labia are held apart to expose the 
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urethral meatus and must continue to be held 
apart during the preparation and the voiding. After 
preparation, the patient is asked to void and the 
urine is caught during mid-stream in a sterile test 
tube. This technique also has the disadvantages 
that it requires elaborate preparation, may be em- 
barrassing for the patient, and does not eliminate 
the possibility of contamination. 

Clabaugh and Rhoads (J. A. M. A. 165:815-818 
[Oct. 19] 1957) described a technique of catheter- 
ization which avoids the possibility of introducing 
bacteria into the bladder and also of false con- 
tamination of the catheterized specimen. This tech- 
nique uses a large catheter which is advanced part 
way into the urethra, almost to the bladder neck, 
followed by a smaller catheter introduced within 
the large catheter and advanced completely into 
the bladder to obtain the specimen. This does away 
with any possible urethral contamination by the 
actual catheterizing tube. It is, however, cumber- 
some in the hands of ordinary hospital nurses. 
Recent studies indicating the frequency of bac- 
terial contamination of the urinary tract from 
catheterization have led many physicians to fear 
catheterization and to avoid it when at all pos- 
sible. This consultant believes that a properly 
conducted catheterization is not dangerous, and 
one should not hesitate to perform catheterization 
when there are specific indications for doing so. 


PAINFUL CORNS 


To tHe Eprror:—An item in Science News Letter 
(Jan, 4, 1958) states that injections of vitamin A 
palmitate under painful corns have been able to 
stop pain. Is this treatment recommended? 


M.D., Louisiana. 


ANsweER.—The injection of an aqueous solution 
of synthetic vitamin A palmitate under painful 
corns cannot be recommended. Drummer, the 
podiatrist whose work was noted in the Science 
News Letter, wrote in the March, 1958, issue of 
the Journal of the American Podiatry Association: 
“Naturally no heloma [corn] can be permanently 
cured unless the cause is removed.” The causative 
factor in most corns is enlargement of the head 
or base of one of the phalanges of the toe. Dr. 
Drummer, in his series of 21 cases, injected a local 
anesthetic into the site before injecting the vita- 
min A. Over the years, similar results have been 
obtained by injecting sclerosing materials, local 
anesthetics, corticosteroids, or sterile water into 
the area. In the September, 1958, issue of the 
Journal of the American Podiatry Association, Levy 
reported a controlled evaluation of the subdermal 
injection of corticosteroids. In his series, he found 
that 58.6% of the patients received relief from pain 
with no side-effects when he injected only the 
vehicle in which the corticosteroids were sus- 
pended. This compared with 42% of the patients 
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receiving relief from pain, with side-effects in many 
cases, when the corticosteroids were given. He 
further stated: “There is some question whether 
the corticosteroids have produced any therapeutic 
effect that would not have been produced by sup- 
portive measures and the injection of the control 
solution.” The only way to relieve pain from a 
corn is to remove the cause, use protective pad- 
ding, and wear proper footgear. 


ANSWER.—Vitamin A palmitate has been used 
in a few patients and results have been considered 
good, but this consultant cannot state definitely 
that these results were entirely due to the injec- 
tions of this compound, because electrocoagulation 
was used as an adjunct. Simple injections of local 
anesthetic agents beneath the growth, followed by 
electrocoagulation, have also been used, and in 
some instances the results were about as good as 
with the use of vitamin A. It appears that the re- 
sultant damage to the growth can be accomplished 
by some simple injections of other chemicals in a 
similar manner. 


EPINEPHRINE 


To THE Eprror:—A man in his fifth decade was 
recently treated for hives, with 0.3 cc. of a 
1:1,000 solution of epinephrine subcutaneously, 
with no apparent effect. A few days later he was 
given 0.42 cc., again without effect. At this time 
the manufacturer replaced the supply of this 
agent with new stock. (The old stock was sub- 
sequently tested on another patient and was 
found to be potent.) On his third visit, the pa- 
tient was given 0.6 cc. of epinephrine at 9:30 a.m. 
His pulse rate was 84 per minute before the ad- 
ministration and remained stable. At 10:00 a. m. 
he was given 0.45 cc. of epinephrine, followed 
in two minutes by another 0.45 cc. minims. He 
was observed closely for 30 minutes. There was 
no evidence of flushing, tremor, or increase in 
pulse. At 11:15 a. m., his pulse rate was 88 per 
minute and he had experienced no noticeable 
effects from the injection. The urticaria at this 
time had receded but was still visible. The pa- 
tient gave the history of having taken 100 mg. of 
ACTH per day for several days in 1950 for iritis. 
Prior to the present illness, he had never been 
given epinephrine. Is this experience unusual? 
What is the connection, if any, between previous 
large doses of ACTH and refractoriness to epi- 
nephrine? James N. Dewane, M.D., Chicago 


ANSWER.—The injection of 0.5 to 1 mg. of epi- 
nephrine in normal persons is usually followed by a 
rise in systolic blood pressure, a fall in diastolic 
blood pressure, a rise in pulse rate, and, frequently, 
subjective feelings of anxiety; however, there are 
wide individual variations. In some persons no re- 
sponse occurs, while in others the response may 
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reach alarming proportions. The differences un- 
doubtedly depend to a large extent on the rate of 
absorption of the drug. This tends to be slow, due 
to the local vasoconstricting action of the drug: 
subcutaneous injections are more slowly and errati- 
cally absorbed than intramuscular injections. There- 
fore, while patients with certain conditions, such as 
myxedema, are said to be characterized by a rela- 
tive tolerance to epinephrine, the normal variations 
are so wide that interpretation of the response 
under abnormal conditions is difficult. There is no 
reason to believe, however, that the previous large 
doses of ACTH could have influenced the response 
of the patient to epinephrine. 


DEATHS DUE TO TETANUS ANTITOXIN 

To tHE Eprror:—Please give statistics on the an- 
nual number of deaths caused by giving tetanus 
antitoxin. How many deaths occur annually from 
tetanus? Is it not true that many physicians re- 
frain from giving tetanus antitoxin unless the in- 
jury occurs in a barn or other place where the 
chances of tetanus are great? 

M.D., California. 


ANswer.—Deaths from tetanus antitoxin adminis- 
tration are not tabulated as such but are included 
in the International Classification of Diseases, In- 
juries and Causes of Death under E 944—other 
complications of prophylactic inoculation. This title 
includes reactions and complications resulting from 
inoculation of a biological substance, including im- 
mune serum, for immunization or other prophylac- 
tic but not therapeutic purpose. It does not include 
reactions and complications after vaccination 
against smallpox and postimmunization jaundice 
and hepatitis. The published figures of deaths in 
this group are low—4 deaths in 1956, 14 in 1955, 
and 10 in 1954. According to the National Office 
of Vital Statistics, the deaths from tetanus for the 
period of 1952-1956 are as follows: 1952, 360; 1953, 
337; 1954, 332; 1955, 265; and 1956, 246. These fig- 
ures include tetanus neonatorum but exclude puer- 
peral tetanus. In the absence of previous active 
immunization with tetanus toxoid, antitoxin should 
be given after injury in all instances where con- 
taminated material may be imbedded in a wound. 
To confine such practice only when the injury “oc- 
curs in a barn” seems a rather hazardous proce- 
dure; Clostridium tetani has consistently been found 
not only in manured soil but also in street dust 
and, exceptionally, even in the dust of hospital op- 
erating rooms. The injection of antitoxin should be 
followed, in the next few weeks, by a full course of 
active immunization with toxoid, since tetanus 
might not develop for weeks or months after the 
wound has healed. If adequate immunization has 
been done four or five years before the injury, a 
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more effective method of prevention consists in 
giving a booster injection of fluid toxoid within a 
few hours after the wound occurs. 


PAROXYSMAL TACHYCARDIA 


To tHE Eprror:—In a known case of paroxysmal 
auricular tachycardia, 20 cc. of 10% calcium 
gluconate was given intravenously with appar- 
ently prompt restoration to a normal sinus 
rhythm. If this should fail, would it be permis- 
sible to follow this promptly with an intravenous 
digitalizing dose of lanatoside C? 


Glenn T. Howard, M.D., Alice, Texas. 


ANSWER.—There is experimental as well as clini- 
cal evidence that intravenous injection of calcium 
salts per se may precipitate as well as abolish ar- 
rhythmias due to ectopic impulse formation and 
may also suppress the activity of the primary pace- 
maker and cause cardiac arrest. Furthermore, cases 
are on record in which sudden death was ascribed 
to intravenous injection of calcium after digitaliza- 
tion. Although a potentiating effect of calcium and 
digitalis, suggested by these observations, has not 
vet been definitely established, the use of the two 
drugs in conjunction or in short succession seems 
to be associated with a great risk and should, there- 


fore, be avoided. 


HYPNOSIS MACHINE 


To tHE Eprror:—It is said that a brain wave syn- 
chronizing machine, that will induce hypnosis, 
is available to the medical profession. Since the 
American Medical Association has accepted hyp- 
nosis, properly controlled, please comment on 
the use of this machine, especially in obstetrics. 

M.D., California. 


Answer.—The brain wave synchronizer is an 
electronic instrument designed to induce various 
levels of hypnosis by subliminal and photic stimu- 
lation of the brain waves. The inventors, a clinician 
and an engineer, have developed a method for 
“driving” the alpha rhythm. The instrument can be 
used alone or combined with a tape recording of 
the therapist’s induction and dehypnotization tech- 
niques. Easily followed directions enable proper 
use of the apparatus. The instrument definitely 
increases receptivity to suggestion and has been 
clinically tested on more than 2,500 subjects, in- 
cluding over 200 obstetric patients attending group 
hypnosis prenatal training classes. The apparatus 
induced light to deep hypnotic levels in over 90% 
of the subjects. Hypnotic response is more readily 
produced if a favorable “mental set” is created. 
Therefore, to some extent, the expectant attitude 
created by the structured situation enhances the 
hypnotic response, but about 30% of the subjects 
who had received no explanation or verbalization 
and who had no knowledge of what the brain wave 
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synchronizer would do were hypnotized to various 
degrees ranging from light to deep states. The 
apparatus has remarkable potentialities for deepen- 
ing a previously fixed hypnotic level and for facili- 
tating and speeding up hypnotic induction, which 
often can be time-consuming, especially in refrac- 
tory subjects. It also can help make labor and 
delivery a more gratifying experience by reducing 
discomfort and the need for excessive analgesia 
and anesthesia. Thus, the brain wave synchronizer 
has wide application to clinical and experimental 
hypnosis research. A distinct advantage is that no 
physical connections or attachments are placed on 
the patient. The unit weighs only 7 Ib. A detailed 
scientific report will appear in the April 1959 issue 
of The Journal of Clinical and Experimental Hyp- 
nosis. 


TETANUS AND DOG BITES 


To THE Eprror:—Since the tetanus bacillus is an 
anaerobe, is it possible that tetanus can be 
transmitted from a dog bite? In this locality, a 
number of physicians give antitetanic serum to 
all patients bitten by a dog. Would a physician 
be liable for a malpractice charge for omitting 
the immunization if, subsequent to a dog bite, 
a patient should develop tetanus due to a minor 
injury which may have escaped the patient's 
attention? M.D., California. 


Answer.—Reference is made to questions that 
have previously appeared in this section: “Tetanus 
After Human or Dog Bites” (J. A. M. A. 16:1445 
[Aug. 16] 1947), “Human Bites” (J. A. M. A. 156: 
1297 [Nov. 27] 1954), and “Tetanus Protection Fol- 
lowing Dog Bite” (J. A. M. A. 166:429 [Jan. 25] 
1958). A clean dog bite would not require pro- 
tection of the patient against tetanus. A bite con- 
taminated with dirt would validate specific 
prophylaxis (tetanus toxoid, tetanus antitoxin, or 
both, as indicated ). Spaeth (Nebraska M. J. 41:224, 
1956) gives indications for these. In general, the 
literature on tetanus makes no specific reference to 
the disease after dog bites. If tetanus should devel- 
op later from some other minor, undetected injury, 
it is not likely that the physician would be held 
guilty of neglect. However, to preclude such a 
situation, it would be desirable to inject a booster 
dose of tetanus toxoid provided (1) adequate basal 
protection with tetanus toxoid exists, (2) a booster 
dose has not been given recently, and (3) there is 
no epidemic of poliomyelitis (danger of paralyto- 
genic effect of an injection if undetected viremia 
with poliomyelitis virus exists). In the absence of 
a significantly contaminated wound, if basal im- 
munity against tetanus does not exist, tetanus anti- 
toxin with its multiple potential complications 
would not be indicated. The general trend of 
thought among physicians responsible for the treat- 
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ment of dog bites has been to avoid antitetanic 
serum in the presence of dog bites. Major emphasis 
has been directed to the prevention of rabies. 


PSORIASIS 


To tHE Epiror:—A 76-year-old patient developed 
about a dozen lesions on his legs and a fine rash 
on his hands which, though it could hardly be 
seen, could be felt. All the lesions itched in- 
tensely. When the condition was definitely diag- 
nosed as psoriasis, triamcinolone was given and 
there was an immediate improvement, with the 
rash on the hands completely disappearing. The 
dosage of 4 mg. four times daily was gradually 
reduced to 2 mg. twice daily. Is there any reason 
why the present dosage should not be continued, 
and is there a prospect of the patient getting 
perfectly well? 

Howard M. Cooper, M.D., Rutherford, N. J. 


ANSWER.—There is no very satisfactory treatment 
for psoriasis, nor can one give a prognosis with 
any certainty. Psoriasis may occur at any age. The 
course of the condition may be brief or -last for 
many years. Therapeutic measures, intelligently 
used, often minimize the problem. Among topical 
remedies, the tars, ammoniated mercury, and such 
keratolytic agents as salicylic acid in various com- 
binations have stood the test of time. Ultraviolet 
light may also have a beneficial effect in some 
cases. The use of steroids, such as triamcinolone, 
should be reserved tor so-called psoriatic cripples 
and should be used for short periods only, for the 
steroids are not curative—they merely serve to 
control the acuteness of the lesions. Prolonged use 
of these drugs is attended by well-known risks, 
which hardly seems justified for a condition of no 
greater severity than the one described. 


PREGNANCY AND LUPUS ERYTHEMATOSUS 


To THE Eprtror:—A patient in her last trimester of 
pregnancy has had serious recurrent attacks of 
generalized lupus erythematosus. During the last 
acute exacerbation six months ago, she received 
large doses of prednisone; this dosage has grad- 
ually been reduced. She has had no cortisone 
derivative for the past two months, and her 
condition is fairly good, with no specific symp- 
toms or complaints. What can be expected dur- 
ing and after delivery? Will there be any effects 
on the baby? M.D., Montana. 


Answer.—In all probability, the delivery will 
proceed normally. According to Haserick (A. M. A. 
Arch. Dermat. & Syph. 75:706, 1957), there were 
seven normal deliveries in eight pregnancies in a 
group of 165 patients with systemic lupus ervthema- 
tosus. This is in contrast to the presteroid era re- 
ported on by Ellis and Bereston (A. M. A. Arch. 
Dermat. & Syph. 65:170, 1952), in which there was 
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a 30% fetal mortality. The child should be normal, 
since systemic lupus erythematosus is not a familial 
or congenital disease. The prednisone administered 
early in the pregnancy or just prior to its inception 
should not prove deleterious to the infant. There is 
a difference of opinion among dermatologists as to 
the future care of such patients. The mother should 
be given clinical and laboratory surveillance. Fried- 
man and Rutherford (Obst. & Gynec. 8:601, 1956) 
stated that the disease often improves during preg- 
nancy but reverts to its prepregnancy state usually 
within two months post partum. If the patient re- 
mains afebrile and clinically well after gestation 
and there is no laboratory evidence of activity, 
active treatment should be withheld. Corticosteroid 
therapy is of suppressive value only, and therefore 
its use should be reserved for the treatment of signs 
and symptoms of this disease. It is doubtful if there 
is any logic in treating subclinical systemic ]upus 
erythematosus as one would treat latent syphilis. 
Avoidance of sunshine, adequate rest, and main- 
tenance of strength and weight should be recom- 
mended. 


TUBERCULOSIS CONTROL 

To THE Eprror:—A question has arisen in connec- 
tion with a revision of the tuberculosis control 
program in Wyoming. It is planned to abandon a 
sanatorium located in an isolated area and to 
build, in effect, another sanatorium in a city for 
the care of patients with tuberculosis. It has 
seemed that the current trends in therapy were 
in the direction of treating tuberculous patients 
in general hospitals near their homes rather than 
grouping them together in a location necessitat- 
ing a separation from their families. Have the 
newer trends in therapy changed the thinking on 
this score? Can any qualified chest surgeon per- 
form the required operations, or is this a more 
narrowly specialized field? 

Lloyd R. Evans, M.D., Laramie, Wyo. 


AnswerR.—The trend in the United States is 
against the care of patients with tuberculosis in iso- 
lated institutions and toward urban locations for 
tuberculosis hospitals. Many general hospitals op- 
erated by larger counties have tuberculosis units 
for the care of residents of those counties. The 
same is true of hospitals operated by large cities. 
Proximity to general hospitals is essential for the 
provision of all special services, especially thoracic 
surgery. The sanatorium concept has given way to 
the hospital concept in the care of such patients. 
The new therapies have brought this about. Con- 
version of sputum occurs sooner, operations are 
performed often and early, and the duration of the 
patients stay is lessened. Not many private general 
hospitals provide a tuberculosis unit or even wel- 
come individual patients for long-term care. While 
desirable, this development still lies in the future. 
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In general, chest surgery is done by thoracic sur- 
geons, and their services are available in practically 
all centers of population, not merely the larger 
centers. Some general surgeons have had training 
in thoracic surgery and are competent in this field. 


GRANULOMA ANNULARE 

To tHE Epiror:—A 13-year-old boy has typical 
granuloma annulare lesions on the dorsum of his 
right hand. This has been unsuccessfully treated 
with ultraviolet light. There has been a hesitation 
to recommend radiation for this so-called benign 
lesion. Would streptomycin be of benefit? What 
other methods of approach are there to this 
problem? 


David K. Wagner, M.D., Santa Fe, N. Mex. 


Answer.—Granuloma annulare is a capricious 
entity responding to different modalities in different 
cases. Streptomycin may or may not be effective, 
but its toxicity is much greater than that of x-radia- 
tion and it is also more unpredictable. Such a drug 
should be used as a last resort. The first thing to do 
is to examine a biopsy specimen. This procedure 
would confirm or disprove the diagnosis, since the 
histopathological architecture of this dermatosis is 
characteristic. This maneuver is followed in many 
instances by disappearance of the lesions of granu- 
loma annulare. If this should fail, x-ray therapy 
would be recommended. In the dosage and quali- 
ties, with proper shielding, used by the derma- 
tologist, the radiation does not damage the skin, 
shorten life, or cause leukemia or genetic muta- 
tions. However, if the physician or the patient still 
fears this modality, freezing with solid carbon 
dioxide or carbon dioxide “slush” would be recom- 
mended. There is no end of other methods that 
have been suggested, including the subcutaneous 
injection of hydrocortisone, intramuscular injections 
of bismuth subsalicylate, and use of antimalarial 
drugs, sulfonamides, and ultraviolet light. 


URETERAL OBSTRUCTION 
To rue Eprrorn:—What happens to the human kid- 
ney if a ureter is tied off? 
Len H. Andrus, M.D., King City, Calif. 


Answer.—If a ureter is tied off, the kidney prac- 
tically always becomes hydronephrotic and painful 
in varying degrees. Perhaps half of such kidneys 
become infected, requiring subsequent surgical at- 
tention. At times, the pain in the tied-off kidney 
is not pinpointed in the postoperative recovery 
period but disappears, only to recur when urine 
begins to trickle through the ligated ureter and the 
kidney begins to function partially. If both ureters 
are inadvertently tied off, the absence of urine ini- 
tiates an immediate investigation usually result- 
ing in fairly rapid deligation of the ureters. 


